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for hours with single tablet 


MIDICEL differs from ordinary sulfonamides because it affords all these clinical advantages: 
1 tablet-a-day schedule—greater convenience and economy for patients - rapid effect —prompt 
absorption - prolonged action — effective plasma and tissue concentrations sustained day and night 
with 1 tablet daily - wide antibacterial spectrum —effective in urinary tract infections, upper 
respiratory infections, bacillary dysenteries, and surgical and soft tissue infections,due to sulfona- 
mide-sensitive organisms + well tolerated—low dosage and high solubility minimize possibility of 
crystalluria. 


Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe 
infections. Maintenance—1 tablet (0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for details 
of dosage and administration. Available: Quarter-scored tablets of 0.5 Gm., bottles of 24, 100, and 1,000. 
2 
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corticosteroid 
therapy 
diseases 


hay fev 


DEXAME 


THASONE 


‘to treat ‘more patients more effectively 


a hew order of magnitude in therapeutic effectiveness 


Excellent and good-to-excellent results are reported? with 
DECADRON in nearly all of 362 patients with various allergic 
disorders, including a number of cases who had failed to 
respond to other corticosteroids. No major reactions were 
observed in these extensive clinical studies even after four 
months of continuous therapy—DECADRON produced no 
peptic ulcer, no diabetes, no significant hypertension, no 
sodium retention, no potassium depletion, no edema, no 
undesirable psychic reactions, and no unusual or new side 
effects. Less than five per cent of patients experienced minor 
reactions, none of which prevented continuing administra- 
tion of DECADRON. 


Moreover, several investigators report that side effects in- 
duced by previous corticosteroid therapy such as gastric 


a hew order of magnitude in margin of safety 


intolerance, peripheral edema, headache, vertigo, muscle 
weakness, ecchymoses, flushing, sweating, moon facies, 
hypertension, hirsutism, and acne often disappeared during 
therapy with DECADRON. tAnalysis of clinical reports. 


Dosage: One 0.75 mg. tablet of DECADRON will replace one 4 mg. 

tablet of methylprednisolone or triamcinolone, one 5 mg. tablet of 

prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or 

one 25 mg. tablet of cortisone. 

Detailed information on dosage and precautions is available to phy- 

sicians on request. 

Supplied: As 0.75 and 0.5 mg. scored, pentagon-shaped tablets in 

bottles of 100. 

peg Merck & Co., Inc. *DECADRON is a trademark of Merck & 
Inc. 


m& MERCK SHARP & DOHME 
S) DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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ADVERTISEMENTS 7 


in over three years of clinical use 
in over 600 clinical | 


Specific 
FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Selective 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets, 
ay WALLACE LABORATORIES, New Brunswick, N. J. 
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ADVERTISEMENTS 


even when the causative organism 
ee 
may be a “persistent staph 


GLUCOSAMINE-POTENTIATED TETRACYCLINE WITH 


increases the certainty of 
safe, rapid response 


AS PROVED BY extensive clinical trials—an over-all 
success rate of more than 94% was achieved in a total 
of 3,280 cases. t 


AS PROVED BY success in mixed infections—more 
than 95% of 1,000 acute and chronic respiratory tract 
infections were successfully treated; a 99% cure rate 
was achieved in mixed bacterial pneumonias. { 


AS PROVED BY effectiveness in ‘“‘problem infec- 
tions’’—a. response rate better than 96% was recorded 
in a group of 221 gastrointestinal infections including 
chronic intestinal amebiasis; 91% of 465 urogenital 
infections were successfully controlled. + 


AS PROVED BY excellent safety record—extremely 
well tolerated; discontinuance of medication was 
necessary in only 11 of 3,280 patients. + 


A significant number of the above cases had not responded 


to other antibiotics. 


Cosa-Signemycin is particularly valuable in home and office, 


where susceptibility testing is difficult or impractical. 


SUPPLY: Capsules (green and white), 250 mg. and 
125 mg. 

New Oral Suspension (raspberry-flavored), 2 oz. bottle, 
125 mg. per teaspoonful (5 cc.). 

New Pediatric Drops (raspberry-flavored), 10cc. bottle, 
5 mg. per drop, plastic calibrated dropper. 


Average dosage: For adults, 1-2 Gm. daily in divided 
doses; proportionately less for children, depending on 
age, weight, and severity of infection. 


{Literature and bibliography available on request. 
*Trademark 


Ce Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. ¥. 
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buoy up 
your patients 
nutritionally °® 


in pregnancy 
lactation 
convalescence 
deticiency states 
dietary restrictions 


digestive dysfunction 


Saturation Dosage 


of water-soluble vitamins B and C 


Gach capsule contains: 


Thiamine 
Mononitrate (B,) 15 mg. 
Riboflavin 10 mg. 
_ Calcium Pantothenate 10 mg. 
Pyridoxine 
‘Hydrochloride (B,) 5 mg. 
_ Ascorbic Acid 
(vitamin) 250 mg. 


$ tor your patients 
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Doctors, too, like “Premarin? 


doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 2 


4 
. H 
| 


j 
1 
q 
4 
3 


| » 


Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘TABLOID’ 


WITH 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Sumbols 


OF 
PROVEN 
PAIN 
RELIEF 
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Codeine Phosphate ....... 
Acetophenetidin ............... 
Aspirin (Acetylsalicylic Acid) . 


Codeine Phosphate ....... 
Acetophenetidin ............... gr2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin .......... 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


i 
® 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


€ 


| 
a ...from moderate to severe pain complicated by tension, anxiety and restlessness. 
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ADVERTISEMENTS 


ACHROMYCIN Tetracycline ACHROMYCIN V Tetracycline with Citric Acid Lederle 


the most 
widely used 


useful... 
antibiotic 


ACHROMYCIN V: Capsules + Pediatric Drops + Syrup 


ACHROMYCIN: Capsules - Ear Solution 0.5% « Intramuscular « Intravenous - Nasal Suspension with Hydrocortisone and Phenylpherine 
Ointment 3% - Ointment 3% with Hydrocortisone 2% +» Ophthalmic Oil Suspension 1% « Ophthalmic Ointment 1% - Ophthalmic Ointment 
1% with Hydrocortisone 1.5% + Ophthalmic Powder (Sterilized) - Oral Suspension - Pediatric Drops - PHARYNGETS® TROCHES 
Soluble Tablets - SPERSOIDS® Dispersible Powder + Surgical Powder (Sterilized) - Syrup + Tablets » Topical Spray + Troches 
*Reg. U. S. Pat. Off. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ADVERTISEMENTS 


Allergy-free...all day... 
with this much medication 


Typically, the allergic patient can enjoy a whole day’s freedom from symptoms with just one Pyri- 
benzamine Lontab in the morning—a whole night of restful sleep with just one Lontab in the evening. 


The outer shell of the unique Lontab actually contains an effective dose of Pyribenzamine which is 
released minutes after the Lontab enters the stomach. Thereafter, medication is released uniformly 
and continuously from the specially formulated inner core of the Lontab—sustaining antiallergic 
effect as long as 12 hours. 


For patients who need only periodic medication, regular Pyribenzamine tablets provide fast, 
dependable action, with a minimum of undesirable side effects. 


SUPPLIED: Pyriberzamine Lontabs—full-strength—100 mg. (light blue). Pyribenzaminz Lontabs—half- 
strength—50 mg. (light green); for children over 5 and adults who require less antiallergic medication. 
Pyribenzamine Regular Tablets, 50 mg. (green, scored) and 25 mg. (green, sugar-coated). 


Pyribenzamine® hydrochloride (tripelennamine hydrochloride C1BA) — Lontabs® (long-acting tablets CIBA) 


CIBA summit, N. 9. 


Pyribenzamine Lontabs 


JUST ONE KEEPS YOUR ALLERGIC PATIENT ON A 12-HOUR THERAPEUTIC PLATEAU 
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ADVERTISEMENTS 


1 Ladeez and gentlemen: 
learn all about new VITERRA PEDIATRIC, 
a good supplement 


in a great new package. worry 
\ 
First, \ 
see the Metered-Flow 3 Aha! 
bottle’s tight seal. An exact 0.6 cc. 
Norisk of comes out this spout. 
contamination. Never more, never less. 
4 

sf 4 And notice — 

no drip, no waste, 

\ \ no sticky bottle. 


VITERRA® PEDIATRIC 


each 0.6 cc. contains: 


6 Let’s take a minute 
to admire the formula. 


A (synthetic) 5000 U.S.P. Units 333% 
DCalciferol) 1000 U.S.P. Units 
B, (Thiamine) 
By (Riboflavin) 
8, (Pyridoxine) 1 mg. 
B,2(Cyanocobalamin) 1 mcg. 
€ (Ascorbic Acid) 50 mg. 250% 
Niacinamide 10 mg. 200% 133% 
Panthenol 2 mg. 


d-sorbitol base for better vitaminB, absorption 
t{Minimum daily requirement has not been estab- 
fished. 


_ DOSAGE: 0.6 cc. or as directed by physician. 


In 50 cc. bottles 
no refrigeration needed 


8 Now for a farewel! treat, a 
loss of potency. taste of delicious, orange-y 
VITERRA PEDIATRIC. How will 
you have it —in fruit juice? 
On cereal? Straight from the 
spoon? 


ALLOW 30 SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, 
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Problems of over- and under-dosage, spillage, spoilage case 
or leakage disappear with vITERRA PEDIATRIC’s new ie 
Science for the world’s well-being 
ate 


REG. PAT. OFF. 


TIRADEMARK, REG. U. PAT. OFF.—THE UPZONE 
BRAND OF TETRACYCLINE 
RADEMARK, REG. U. S. PAT. OFF.—THE 
BRAND OF CRYSTALLINE NOVOBIOCIN 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | 
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ake new 


(PANmycint Phosphate plus ALBAmycin**) 


your 
broad-spectrum 
antibiotic 

of first resort 


Available forms: 

1. Panalba Capsules, bottles of 16 and 100 
capsules. Each capsule contains: 

Panmycin phosphate (tetracycline phosphate 
complex) equivalent to tetracycline hydro- 
Albamycin (as novobiocin sodium). ..125 mg. 


| 2. Panalba KM,{tt Flavored Granules, 60 cc. 
size bottle. When sufficient water is added to 
fill the bottle, each teaspoonful (5 cc.) con- 
tains: 
} Panmycin (tetracycline) equivalent to tetra- 
| cycline hydrochloride .............125 mg. 
Albamycin (as novobiocin calcium). .62.5 mg. 
Potassium metaphosphate .........100 mg. 


Dosage: 


Panalba Capsules. Usual adult dosage is 1 or 
2 capsules 3 or 4 times a day. 


Panalba KM Granuies . 
For the treatment of moderately acute infec- 
tions in infants and children, the recom- 
mended dosage is 1 teaspoonful per 15 to 
20 Ibs. of body weight per day, administered 
in 2 to 4 equal doses. Severe or prolonged 

infections require higher doses. Dosage for 
adults is 2 to 4 teaspoonfuls 3 or 4 times daily, 

depending on the type and severity of the in- 
fection. 
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The highest levels 


of Filmtab Com- 
pocillin-VK. 

@@ The median levels 
of Filmtab Com- 
pocillin-VK. 

Note the high upper levels 

and averages at % hour, 

and at 1 hour. 

Doses of 400,000 units 

were administered before 

mealtime to 40 subjects 
involved in this study. 


Units/ee. 
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there’s pain and 
inflammation here...§ 
it could be mild 

or severe, acute or 
chronic, primary 
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more potent and comprehensive treatment 

than salicylate alone 

...assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 

... much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 
THERAPY SHOULD BE INDIVIDUALIZED 
acute conditions: Two or three tablets four times daily. After 


desired response is obtained, gradually reduce daily dosage 
and then discontinue. : : 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use cf SIGMAGEN. 


yin 
any 
case 

it calls for 


® 


tablet 


corticoid-salicylate compound 


Composition 

METICORTEN® (prednisone) 0.75 me. 
Acetylsalicylic acid 
Aluminum hydroxide ... ba 

BCID 


Packaging: sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
s 3. Gelli, G., and Della Santa,.L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 

wg i 5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 

ae a CUM. R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 


SG-s-618 
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ADVERTISEMENTS 


N 


concluded that 
the addition 


buffering agents 


acetylsalicylic acid 
concentrations used 
serves no clinically 


purpose” 


1Sadove, MaxS. and Schwartz, Lester: An Evalua- 
tion of Buffered Versus Nonbuffered Acetylsalicylic 
Acid, Postgraduate Medicine; 24:183, August, 1958. 


Nonbuffered Material Used—Bayer® Aspirin. 
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Castes 


the straws just symbol- i 


Each 5 cc. contains: 


ize the good flavor! And 
DIMETANE EXPECTORANT 
for cough is as effec- 
tive as it is delicious. 
FORMULA: each 5 ce. (1 
teaspoonful) contains: 
DIMETANE (Parabrom- 
dylamine Maleate) 2.0 
mg.; Glyceryl Guaiaco- 
late 100.0 mg.; Phenyl- 
ephrine Hydrochloride, 
USP 5.0 mg.; Phenyl- 
propanolamine Hydro- 
chloride, NNR 5.0 mg.; 
Alcohol 3.5% in a good- 


tasting aromatic base. 


DIMETANE® 
EXPECTORANT 


Parabromdylamine Maleate ......2.0 mg. 
Phenylephrine HCI . 5.0 mg. 
Phenylpropanolamine HCl ....5.0 mg. 

Glyceryl Guaiacolate ~.100.0 mg. 


Alcohol 3.5 per cent 
In a palatable aromatic base 
CAUTION: 
Federal law prohibits dispensing 
without prescription. 
Average Dose: 
Adults— 
Ito 2 teaspoonfuls four times a day. 
Children— 
One-half to 1 teaspoonful three 
or four times a day. 


ADOITIONAL INFORMATION TO PHYSICIANS 
ON REQUEST 


RICHMOND, VIRGINIA 


works 
better 


combines the unsur- 


passed antihistamine ~ 


Dimetane with the clin-'— 


ically proven expecto-. “a, 


rant glyceryl guaiacol- 

ate (which increases 

R.T-Ealmost 200%) and 
two recognized décon- 
gestants. When addition- 
al cough suppressant 
action is indicated, pre- 
scribe DIMETANE EXPEC- 
TORANT-DC, which pro- 
vides the basic formula 
with dihydrocodeinone 
bitartrate 1.8 mg. per 
5 cc. (exempt narcotic). 


Dimetane Expectorant 


(WITH DIHYDROCODEINONE BITARTRATE 1.8 MG./5CCO 
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22 ADVERTISEMENTS 


| FOR THE SLOW-TO-GROW CHILD B-VITAMIN SUPPORT...PLUS THE 
- PROTEIN-POTENTIATING ACTION OF L-LYSINE..PLUS THE 


EXCEPTIONALLY WELL-TOLERATED HEMATINIC 
PERFORMANCE OF FERRIC PYRO- | 


-PHOSPHATE...AND THE IRON AND | 
Be ENHANCING ACTION OF SORBITOL 


DELICIOUS CHERRY FLAVORED 
INCREMIN' SYRUP. 


Lysine-—Vitamins 


BUILDS IRON RESERVES 
BOOSTS APPETITE 
PROMOTES GROWTH 


Each daily teaspoonful dose (5 cc.) contains: 


Vitamin B,2 Crystalline................. 25 mcgm. 

Thiamine HCI (B;) ................., 

Pyridoxine HCI (Bc) 

Ferric Pyrophosphate (Soluble) ...-..... 260 mg. 

Iron (as Ferric Pyrophosphate) ........ ++. 30 mg. 

Bottles of 4 and 16 fi. oz. ! 
le (Geterte) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York — 
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ADVERTISEMENTS 


A workhorse 
“mycin” 

for 

common 


infections 


! respiratory infections 


With well-tolerated CyYCLAMYCIN, you will find 
prompt, it possible to control many common infections 
high blood tevels rapidly and to do so with remarkable freedom 

from untoward reactions. CYCLAMYCIN is in- 

dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 


consistently 
chopneumonia, tracheitis, bronchitis, and other 


reliable 
and reproducible acute infections. It has been proved effective 
biood levels against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
ee resistant to other “mycins.” Supplied as Cap- 
adverse reactions sules, 125 and 250 mg,., vials of 36; Oral 

Suspension, 125 mg. per 5S-cc. teaspoonful, 


bottles of 2 fl. oz. 


© CVCLAMYCIN: 


Triacetyloleandomycin, Wyeth 


Conforms to Code for Advertising Wyeth 


® 
Philadelphia 1, Pa. 
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SPONTIN IN SERIOUS 


A Special Report from Abbott 
to the Medical Profession 
on a Year’s Clinical Experience 
with SPONTIN® 


(Ristocetin, Abbott) 


- In a Spanish province, a patient lay dying of 
endocarditis. A short wave radio appeal for 
SPONTIN was intercepted by a Baltimore physi- 
cian. The antibiotic was immediately flown to 
this faraway land, and 10 days later—the patient 
had recovered. 

In Chicago, a moribund patient had been 
administered 18 combinations of 10 different 
antibiotics without success. Involved was a hos- 
pital-acquired staphylococcal pneumonia — plus 
complications. SPONTIN was substituted and the 
patient lived. 

A five-week-old infant was critically ill with 
staphylococcal enteritis. Treatment failures in- 
cluded erythromycin and chloramphenicol. Three 
days of SPONTIN saved this life. The list is long 
and impressive and it grows daily. 

Recently, a study’ was made of serious and 
resistant staphylococcal infections reported to 
Abbott Laboratories. Many of these cases had 
serious complicating diseases—many were mori- 
bund, or almost so, at the time SPONTIN was 
started. Yet, out of the 160 staphylococcal cases 
studied, 93 were reported cured and 38 improved 
after the administration of SPONTIN. 

Out of the total of 251 patients with severe 
infections caused by gram-positive or mixed or- 
ganisms, 149 were reported cured and 53 others 
improved. And the record for pediatric practice 
was every bit as good. 

Additionally, SPONTIN continues to exhibit ex- 
ceptional bactericidal activity against coccal in- 
fections*. And, according to another study, 
SPONTIN provides successful short-term therapy 
in endocarditis*. 


901066 


Only last October, at the Antibiotics Sym- 
posium in Washington, D. C., a panel of six 
leading antibiotic experts placed SPONTIN 
at the top of all other commercially-available 
antibiotics for treating serious staphylococcal 
infections. Also, six papers—all dealing with the 
effectiveness of ristocetin (SPONTIN®) in treating 
staphylococcal infections—were presented at the 
Symposium. 

One of the most encouraging aspects of the 
year’s literature on SPONTIN is the increasing 
testimony to its safety. As the months have 
passed and cases have accumulated by the hun- 
dreds, it has become apparent that careful atten- 
tion to dosage recommendations has practically 
eliminated toxicity and side effects as serious 
obstacles to therapy. Also, recent improvements 
have been made in the manufacture of SPONTIN; 
the drug is now made from pure crystals. 

A recent report* in the Journal of the Ameri- 
can Medical Association concluded, “It is our 
opinion that, if proper precautions are observed, 
ristocetin is a [well tolerated] and potent agent 
to employ in the treatment of staphylococcal 
infections.” And in another study, after success- 
fully treating 28 patients with a variety of 
staphylococcal infections, the authors reported®, 
“No serious complications were noted.” 

Few more dramatic records have been written 
in such a shortspace of time. SPONTIN has proved 
itself to be a good answer, perhaps the best 
answer at present, to the resistant staphylococcal 
problem — and of real value in other serious 
coccal infections. It may well be your answer 


when you’re confronted 


with a serious infection. 


‘ 
24 ADVERTISEMENTS 
| 
| | 
| | 
| 
H 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
te | 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| | 
| 
— | 
| 


ADVERTISEMENTS 25 


STAPHYLOCOCCAL INFECTIONS 


Excerpts from 
Reports Read at the 


Antibiotics Symposium 


Spontin In Treating Severe Respiratory Infections 
—“In 13 of 20 patients the results were excellent, 
with clinical response being evident within one to 
four days after institution of therapy. In three addi- 
tional patients, there was some degree of improve- 
ment in pneumonic processes superimposed on 
tuberculosis in two cases and on pulmonary neo- 
plasm in one. In all other cases, serious antecedent 
pathology undoubtedly influenced the negative or 
equivocal response to ristocetin therapy.®” 


Spontin In Treating Staphylococcal Infections—After 
successfully treating 28 patients, the authors wrote, 
“Ristocetin or Spontin has proved to be bactericidal 
and bacteriostatic, particularly for the Staphylo- 
coccus aureus, which is often resistant to many 
other antibiotics.5” 


Spontin In Treating Seven Difficult Cases — “Risto- 
cetin has produced excellent results in eradicating, 
mitigating or preventing infection in seven selected 
difficult cases. Six of the seven cases involved 
Staphylococcus aureus which did not respond to 
chemotherapy with other antibiotics.”” 


Spontin Blood Levels In Children — “Ristocetin was 
administered as a single intravenous injection of 
12.5 milligrams per kilogram. This resulted in 
serum levels ranging from 1.3 to 10.6 mcg. after 
two hours with a gradual fall to a level of 0.7 mcg. 
per cubic centimeter or less after 12 hours.’” 


Spontin In Treating Staphylococcal Pneumonia 
—“Ristocetin was used in the treatment of 24 pa- 
tients with staphylococcal pneumonia, 17 of whom 
had failed to respond to previously administered 
antibiotics. Complete clearing of pneumonitis was 
obtained in 16 patients and significant improvement 
occurred in two others. Two patients died of pneu- 
monia; four others succumbed to other lethal dis- 
eases.®” 


Spontin In Treating Children and Adults — “Risto- 
cetin completely controlled severe staphylococcal 
infections in 11 adults and six children who received 
adequate therapy.!®” 


1, Totals represent published reports and personal communica- 
tions to Abbott Laboratories. 


2. Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 15, 16, 17, 1958. 


3. Romansky, M. J., and Holmes, R., Successful Short-Term 
Therapy of Enterococcal and Staphylococcal Endocarditis 
with Ristocetin—Seven Patients. Preliminary Report, Anti- 
biotics Annual, 1957-58, p. 187. 


4. J. A. M. A., 167:1584, July 26, 1958. 


5. Bush, L. F., et al., The Use of Ristocetin (Spontin) in Staph- 
ylococcal Infections, In Press, Antibiotics Annual, 1958-59. 


6. Billow, F. J., et al., Clinical Observations on Ristocetin—A 
Preliminary Report on its Efficacy and Toxicity in 20 Un- 
selected Severe Respiratory Infections, In Press, Antibiotics 
Annual, 1958-59. 


. Miller, J. M., et al., Ristocetin in the Treatment of Seven 
Selected Difficult Cases, In Press, Antibiotics Annual, 1958-59. 


8. Asay, L. D., et al., Ristocetin Serum Levels in Children, In 
Press, Antibiotics Annual, 1958-59. 


9. Schumacher, L. R., et al., Experiences with Ristocetin in 
Staphylococcal Pneumonia: Observations in 23 Cases, In 
Press, Antibiotics Annual, 1958-59. 


10. Terry, R. B., Ristocetin in Children and Adults, In Press, 
Antibiotics Annual, 1958-59. 
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ADVERTISEMENTS 


re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


NGERIATRICS 


WORKING 


ADULTS 


4 ially well suited for 
a latory patients who must 
work, drive a car, or operate 


“ability to decide correctly 
WMogical response toanxiety 
has. diminished.” 


“ATARAX 


appeared 
anxiety and restlessness, 
improve sleep patterns and 


to reduce 


machinery.”* 


make the child more amenable 
to the development of new 


controlling tension and 


anxiety .... its safety makes 
it an excellent drug for 


a out-patient use in office 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 
behavior disorders 


10m 
tabl 


Syrup 


3-6 years, one tablet t.i.d. 


over 6 years, two tablets t.i.d. 


3-6 years, one tsp. t.i.d. 
over 6 years, two tsp. t.i.d. 


For adult tension 
and anxiety 


25m 
tabl 


Syrup 


one tablet q.i.d. 
one tbsp. q.i.d. 


For severe emotional 
disturbances 


100 m 
tablets’ 


one tablet t.i.d. 


For adult psychiatric 
and emotional 
emergencies 


Parenteral 
Solution 


25-50 mg. (1-2 cc.) intramus- 


cularly, 3-4 times daily, at 


4-hour intervals. Dosage for 


children under 12 not 
established. 


ATARAX 


Supplied: Tablets, bottles 

of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 

multiple-dose vials. . 


References: 1. oi J.0., 
et al.: J. Am. Ger. * 

in press. 2. Freedman, A. M.: 
Pediat. Clin. North America 
5:573 (Aug.) 1958. 3. Ayd, F. J., 
Jr.: New York J. Med. 57:1742 
(May 15) 1957. 4. Menger, 

H. C.: New York J. Med. 


5.Bayart, J.: Presented at 
the International Congress of 
Pediatrics, Copenhagen, 
Denmark, July 22-27, 1956. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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STEARATE a (ERYTHROMYCIN STEARATE, ABBOTT) 


AFTER SIX YEARS, A SAFETY RECORD UNMATCHED IN 
SYSTEMIC ANTIBIOTIC THERAPY—PLUS REMARKABLE 
EFFECTIVENESS AGAINST THE COCCI . 


Actually, after all this time, there has not been a single, serious reaction to 
ERYTHROCIN. Also, the problem of resistance has remained unusually low. 

You'll find ERYTHROCIN highly effective against most coccal organisms. 
And it may well be the tool to counteract coccal complications following 
viral attacks. 

Usual adult dose is 250 mg. four times daily. Dosage for children may be 
reduced in proportion to body weight. ERYTHROCIN comes in Filmtabs® (100 
and 250 mg.), bottles of 25 and 100. Also available in tasty, Lb bott 
cinnamon-flavored oral suspension; comes in 75-cc. bottles. 


® FILMTAB—FILM-SEALED TABLETS, ABBOTT; PAT. APPLIED FOR. 
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Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy.t 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


ADVERTISEMENTS 


Now-All cold symptoms 
can be controlled 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 


{Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 1957. Fabricant, N. D.: E. E. N. T. 
Monthly 37:460 (July) 1958. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


thee —the Inner core 
releases Its Ingredi- 
ents to sustain rellef 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: Tussagesic suspension 


Tussagesic 


Each TUSSAGESIC tablet provides: 


(phenylpropanolamine HC] . . 25 mg. 
pheniramine maleate . . . 12.5 mg. 
pyrilamine maleate .. . 12.5 mg.) 


Dormethan 
(brand of dextromethorphan HBr) 3C mg. 


Terpin hydrate. . . . . 180mg. 
APAP (N.acetyl-p-aminophenol) . . 325 mg. 


Dosage: One tablet in the morning, midafter- 
noon and in the evening, if needed. 


* timed-release 
tablets 


*Contains TRIAMINIC to fe running noses €, eS. and open stuffed nosesorally 
SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska * Peterborough, Canada 
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ALCOHOLISN 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 4 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 61st year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI _vites consultation with you concern- 
ing your patients with problems of 


Telephone VI. 2-3622 excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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LEAVES 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 

Hycodan® 

Dihydrocodeinone Bitartrate ......... Pee 
(Warning: May be habit-forming) 6.5 mg. 
Homatropine Methylbromide ........ 1.5 mg. 
Ammonium Chloride 60mg. 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 


Literature on request 


ENDO LABORATORIES 
Richmond Hill 18, New York 
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ADVERTISEMENTS 


Only 
One 
tablet 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 


by 0.5 Gm. every 24 hours. 
KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 Gaeble, zo. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 
2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie ) 4 
*Reg. U.S. Pat, Off. 
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for 
colds 
of 
every 
description 


Each CoRICIDIN ForTE Capsule provides 
CHLOR-TRIMETON® Maleate 
(chlorprophenpyridamine maleate) ..........+....4mg. 
Ascorbic acid ME. 
Methamphetamine hydrochloride .............1.25 mg. 


Dosage—1 capsule q. 4-6. 
Supplied—Bottles of 100 and 1000. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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ADVERTISEMENTS 


‘Striking 
antibacterial 


effectiveness® 


INTRAMUSCULAR 
ERYTHROMYCIN’ 
100 mg. 


ORAL 
ERYTHROMYCIN 
250 mg. (specially 
coated tablets)’ 


ILO SONE assures a more decisive clinical response 
in almost every common bacterial infection 


(erythromycin ester, Lilly) as the propionate 


Ilosone provides more potent, longer- 
lasting therapeutic levels in the serum 
within minutes after administration. A 
fast, decisive response is assured in al- 
most every common bacterial infection. 

Usual adult dosage is one or two 
250-mg. Pulvules® every six hours, ac- 
cording to severity of infection. For 
optimum effect, administer on an empty 
stomach. (A 125-mg. pediatric Pulvule 
is also available.) In bottles of 24. 


*Shown by how many times the serum on 
be diluted two hours after administratio 
of b ove antibiotic and still inhibit identical 
oy mic strains of bacteria. This is the 
ilution Technique, which is regarded 
by leading authorities as the most mean- 
ingful method of comparing different anti- 
biotics. It shows not merely the level of 
antibiotic in the blood but actual anti- 
bacterial effectiveness of that level. 


1. Griffith, R. S., et al.: Antibiotic Med. 
& Clin. Therapy, 5:60 5: 609 1958. 


mycin tablets ‘ehicty-these dilutions) were 

not observed until four hours after ad- 
ministration. 2. Data from Griffith, R. S.: 

Antibiotics Annual, p. 269, 1954-1955. 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S. A. 
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Dumping Syndrome 


Recent Changes in Concept of This Common, Distressing, 
and Hence Important, Postgastrectomy Development 


J. WALKER BUTIN, M.D., Wichita 


Until recent years the only objectives of surgical 
therapy of the complicated duodenal ulcer have been 
control of the complication itself and prevention of 
recurrence of the ulceration. Traditionally, these ob- 
jectives have been accomplished by removal of the 
“acid factory,” the distal two-thirds or more of the 
stomach with its secretory mechanism, and have in- 
cluded sacrifice of the pyloric sphincter. Such oblitera- 
tion of the digestive function of the stomach, how- 
ever, has also entailed loss of its function as a reser- 
voir. Thus the gastric remnant or ‘pouch’ becomes 
little more than a prolongation. of the esophagus, 
representing a further passageway for food on its 
journey from the mouth to the major absorbing sur- 
faces of the small intestine. Ingested foods and 
liquids are seldom isotonic with body fluids, and 
their rapid introduction into the small intestine has 
been associated with a chain of undesirable symptoms. 
These have been designated the postgastrectomy 
“dumping” syndrome, and avoidance of this not in- 
frequent sequel of gastrectomy is fast becoming a 
third major consideration when such surgery is 
contemplated. 

The medical literature of the last ten years abounds 
in references to the dumping syndrome. Researches in 
many centers have revealed new aspects of its patho- 
genesis and treatment. My reason for adding to the 
writings on this subject has stemmed from a unique 
Opportunity to observe personally the syndrome 
following the partial resection of my own stomach. 
These personal observations and those of a group 


of 53 patients have led to the following conclusions: 

1. The dumping syndrome is quite common after 
gastric surgery involving removal of the pylorus. 

2. The syndrome results from definite physiologic 
phenomena which are experimentally reproducible 
in individuals having intact stomachs as well as 
those with previous gastric surgery. 

3. The treatment of the syndrome can be successful 
if based on physiologic principles derived from its 
pathogenesis. 


Definition of Syndrome 


Symptoms following gastrectomy are divided into 
two main groups depending on the time of their 
occurrence after meals. These are (a) early symptoms, 
occurring within the first 15 to 30 minutes after 
eating (and with which this paper will dwell), and 
(b) late symptoms, occurring 2 to 3 hours after meals 


Gastric surgery which by-passes or 
sacrifices the pylorus commonly pro- 
duces a chain of uncomfortable symp- 
toms which occur shortly after meals. 
The most attractive theories of etiology 
of the syndrome are based on the re- 
lationship of osmotic pressures within 
the jejunum to those within the blood. 
Satisfactory medical treatment of the 
dumping symptoms is based on dietary 
manipulation. 
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and apparently resulting from a functional type of 
hypoglycemic reaction. 

I have felt it reasonable in defining the early or 
dumping syndrome to include all symptoms which 
commonly follow meals in patients having previous 
gastrectomy. These symptoms may be classified accord- 
ing to probable mechanisms of production as (a) 
mechanical and (b) vasomotor. Those considered of 
mechanical origin are abdominal (usually epigastric) 
fullness, nausea, and, at times, crampy abdominal 
pain followed by diarrhea. Vasomotor symptoms 
have included perspiration and feeling of warmth, 
weakness and faintness, and tachycardia. All these 
symptoms may be relieved if the patients assumes 
the reclining position. 

A third major syndrome has been termed by 
Hayes!! the “‘postgastrectomy nutritional deficit 
syndrome.” It is characterized by failure of these 
patients to regain their average preoperative weight. 
At times continuing loss of weight proceeds to 
severe malnutrition with corresponding weakness and 
disability. 


Frequency of Syndrome 


Hertz!* in 1913 published the first description of 
postgastrectomy symptoms written in the English 
language, and nine years later Mix! introduced the 
term ‘dumping stomach.” Gastroenterostomy without 
gastric resection remained in vogue in the treatment 
of duodenal ulcer until about 1930 when the relatively 
frequent occurrence of gastrojejunal ulcer stimulated 
the swing to partial gastrectomy. Not until after 
the acceptance of subtotal gastric resection as the 
standard operation for duodenal ulcer did the side 
effects of dumping become generally known. 

Estimates of incidence of the syndrome have ranged 
from 5.6 per cent to 75 per cent of patients having 
previously been subjected to gastrectomy. This varia- 
tion can be partially explained by differences in 
criteria for the diagnosis. For example, Custer* and 
his associates have excluded “indefinite postprandial 
nausea or indigestion’’ unless accompanied by the 
“vasomotor” symptoms to which reference has already 
been made. Another important factor in determining 
incidence is the orientation and the meticulousness 
of the individual recording the history. (It has been 
found that many patients minimize this postoperative 
distress so that direct questioning may be required 
to elicit its presence.) Some authors calculating the 
frequency of the syndrome have listed separately 
symptoms they have felt were quite significant to 
the patient in terms of great severity and long du- 
ration as opposed to relatively insignificant symptoms 
of mild and transient nature. 


Analysis of Records 


Review of the records of the Wichita Clinic from 
1948 to 1955 revealed 112 patients who had under- 
gone partial gastric resection (including removal 
of the pylorus in all cases) for benign disease of 
the stomach and duodenum. 

Records available for 94 of the patients afford 
a follow-up of at least three months after their 
surgery. Of this group, there were 54 whose post- 
operative records contained a complaint of dump- 
ing symptoms. This represents an incidence of 57.4 
per cent of patients who had submitted to resec- 
tion. This included all those complaining of dump- 
ing symptoms, regardless of the severity or per- 
sistence of the complaint. An analysis of the sex 
and age of the patients and the respective indications 
for surgery failed to clarify the problem of why the 
symptoms occurred. 

Much has been written to guide the surgeon in 
his choice of operation so that he may attempt to 
prevent the dumping syndrome. The smallest caliber 
practical for the anastomotic stoma and the preserva- 
tion of gastroduodenal continuity together with the 
amount of stomach removed have been emphasized 
as significant factors in this regard. Consequently, 
our cases were Classified according to type of surgical 
procedure performed and according to the surgeon’s 
estimate of the percentage of stomach removed. 

It can be seen (Table I) that the number of Bill- 
roth I procedures performed was considerably fewer 
(14) than the number with the Billroth II type of 
anastomosis. If any conclusion is warranted, based 


TABLE I 


TYPE OF GASTRECTOMY IN RELATION 
TO LATER DUMPING SYMPTOMS 
(WICHITA CLINIC SERIES 1948-1955) 


& 3 3 
RA & 
38 
Polya type 
Billroth II 41 25 61% 
Hoffmeister 
modification 21 13 62% 
Billroth I 14 7 50% 
Other 1 1 100% 
Unknown 17 8 47% 
Total 94 54 
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on the slightly smaller incidence of dumping after the 
gastroduodenal anastomosis as opposed to the gastro- 
jejunal one, it might be that further trial of the 
Billroth I procedure is indicated on this basis alone, 
irrespective of other factors involved in the choice 
of operation. These include the incidence of nutti- 
tional deficit syndrome and the incidence of ulcer 
recurrence. Certainly it would appear that the Hoff- 
meister modification of the Polya operation has not 
lessened the incidence of symptoms despite narrowing 
of the stoma. 

The surgeon’s estimate of the amount of stomach 
removed has been considered inaccurate by Harkins.1° 
Taken at face value, however (Table II), these 
estimates do not appear to reveal any consistent 
relationship between the size of the resected portion 
and the subsequent occurrence of dumping. There 
appears to be little difference in the postoperative 
course of a traditional two-thirds resection and that 
of a more ambitious removal. Patients having less 
than 60 per cent of the stomach resected are too few 
to allow valid conclusions to be drawn regarding 
them. 


Analysis of Patient Questionnaires 


In order to determine the true significance of the 
reported dumping symptoms, questionnaires were 
sent to the first 52 of the patients whose records 
contained possible complaints indicating existence 
of the syndrome. Thirty returned the questionnaires 
with answers indicating that they definitely should be 
included as “dumpers.” Five others had equivocal or 


TABLE II 


AMOUNT OF STOMACH REMOVED IN 
RELATION TO LATER 
DUMPING SYMPTOMS 

(WICHITA CLINIC SERIES 1948-1955) 


3 
Less than 60 8 3 38% 
60-69 18 12 67% 
70-79 34 24 1% 
80-89 13 7 54% 
90 or over I 0 
Unknown 20 8 40% 
Total 94 54 


negative answers to questions regarding postcibal 
distress following surgery, and their questionnaires 
were discarded. Seventeen others were lost to foilow- 
up as their questionnaires were not returned. Six 
questionnaires were completed after personal inter- 
views with the patient. Thus 36 of 54, or two-thirds, 
of the patients considered to experience dumping 
symptoms had subsequent follow-up by means of the 
questionnaire. 

Most of the questionnaires were filled out several 
years after the gastric surgery to avoid emphasis on 
early postoperative symptoms of no lasting signifi- 
cance. All but 8 of 36 had been operated on at 
least two years earlier. Nine questionnaires reflected 
the patient’s experience five or more years postoper- 
atively. The average time elapsed between surgery and 
completion of the 36 follow-up questionnaires was 
3.8 years. 

Each patient was first asked if he had at any time 
after his surgery experienced regular discomfort or 
indigestion after eating. If his answer was in the 
affirmative, he was asked to describe the nature of 
the discomfort. Nausea was the most common com- 
plaint, being mentioned by 18 of the 36 individuals 
answering the questionnaire. Only three of these 
mentioned actual emesis as an accompaniment of the 
nausea. The next most common complaint was upper 
abdominal fullness, present in 11 of 36. Abdominal 
pain occurred in eight, occasionally being described as 
cramping in the mid or lower abdomen. The vaso- 
motor phase of the dumping syndrome was reflected 
in seven patients who complained of perspiration or 
“feeling of warmth,” and in six who mentioned 
weakness as a major discomfort after eating. 

The third question dealt with the length of time 
after meals when any such symptoms occurred. Of 
the 26 patients who answered in specific terms, 
13 stated the syrnptoms came on immediately after 
eating. The remainder specified that the symptoms 
began within 30 minutes after eating. Only two 
stated that it was usually an hour or more postcibum 
before their symptoms appeared. 

Each patient was asked if specific foods had been 
associated with the development of his symptoms of 
postcibal discomfort. Twenty-two of 36 patients 
recognized such a qualitative difference in the food 
ingested. Fourteen of 22 mentioned milk or ice 
cream as offenders whereas 12 of 22 incriminated 
sweets, including cake, pie, and other sweet desserts. 
Several mentioned certain liquids, such as soup and 
coffee, when taken with meals, as offenders. 

The patients were queried regarding other factors 
which might produce dumping symptoms, the quantity 
of food ingested, and the amount of exercise after 
the meal being mentioned specifically. Twenty-four 
of 36 patients completing a questionnaire commented 
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that overeating was likely to be followed by their 
symptoms. Seven of the 36 were impressed that exer- 
cise after the meal might precipitate the syndrome, al- 
though two felt they benefited by mild exercise after 
the meal. Three mentioned nervousness or worry as 
precipitating factors, while two suggested that liquids 
ingested with meals played a role. One commented 
that he fared better if a meal was delayed for a con- 
siderable time after the previous one. 

When asked if they continued to experience post- 
gastrectomy symptoms at the time of completion of 
the questionnaire, 8 of the 35 patients who answered 
indicated their symptoms had been only transient and 
had completely abated. Six of seven who estimated 
the time of relief of their symptoms noted it within 
six months postoperatively. The single patient who 
had become entirely symptom free after experiencing 
dumping for more than a six-month period post- 
operatively stated it had been ‘‘several years’ before 
his postcibal discomfort was terminated. Nine indi- 
viduals whose symptoms persisted experienced them 
infrequently. Five of these nine who had only occa- 
sional dumping recalled a time of definite ameliora- 
tion of their symptoms. This time varied from nine 
months in one individual to nearly six years in 
another. 

The duration of dumping symptoms in those 
patients whose full symptomatology persisted to the 
time of completion of the questionnaire represents 
a measure of the length of their follow-up. It seems 
to establish a tendency of the syndrome, when once 
present, to be a permanent problem. Twenty-three of 
the 36 patients specified no improvement in symp- 
toms, and of these 19 had been operated on more 
than two years previously. Five had been subjected to 
gastrectomy more than five years earlier and were 
still experiencing their dumping. 

A question was included concerning any changes 
in bowel function occurring after surgery. Of the 19 
of 36 who admitted such a change, nine complained 
of diarrhea, and four more stated that previous con- 
stipation was improved. On the other hand, five of 
the 20 complained of more obstipation and consti- 
pation after surgery than before. One patient who 
was originally constipated after surgery required re- 
lease of adhesions before his bowel function returned 
to normal. 

Thirty-three of 35 who answered the question- 
naire stated they had undergone changes in weight, 
and only two reported a gain. Thus, 31 had lost 
weight and 18 had lost 20 pounds or more. The maxi- 
mum loss of studied cases measured 65 pounds, and 
three others lost 40 or more pounds from the average 
preoperative weight. 

Each patient was asked to appraise his status as 
far as the “stomach” was concerned, by grading it as 


either excellent, good, fair, or poor. All eight patients 
experiencing complete relief of dumping graded their 
condition as excellent or good. Seven of the eight 
with occasional symptoms included themselves in 
the same categories. Twenty-three of the 32 patients 
whose postoperative dumping has persisted neverthe- 
less classed themselves as in excellent or good condi- 
tion. Only six categorized themselves as fair, and only 
three felt the function of the upper gastrointestinal 
tract was poor. 

Detailed analysis of these least favorable comments 
revealed that all three patients grading themselves 
as poor had severe nausea after eating, two had 
perspiration and weakness, two had diarrhea, and 
each had lost between 20 and 40 pounds from his 
average preoperative weight. These patients had 
undergone surgery respectively three, four, and seven 
years earlier. 

One, a frail housewife of 75 years, had developed 
postoperative pancreatitis with a stormy course re- 
quiring re-operation, but her main complaint was 
persistent nausea that was refractory to all treatment. 
Her gastric surgery had been an anterior Polya pro- 
cedure with removal of an estimated 75 per cent of 
the stomach. 

Another patient with unsatisfactory results was a 
nervous farmer of 39 years whose orginal operation 
had been performed for a questionable pyloric ob- 
struction. About two-thirds of the stomach appeared 
to remain at the time of roentgenoscopic examination. 
This patient had definite hypoglycemic episodes which 
were reproduced by a glucose tolerance test, and he 
was largely incapacitated for productive work. 

The third unsatisfactory result occurred in a 42- 
year-old man whose surgery was done for recurrent 
pain after a previous free perforation of an ulcer. 
His major complaints were perspiration and nervous- 
ness after certain meals. His physician felt he mani- 
fested symptoms of an anxiety state in addition to the 
postgastrectomy symptoms. The patient himself quite 
definitely felt that his decline dated from his gastric 
surgery, stating “If I had a choice . . . to have the 
same operation . . . I would absolutely refuse to let 
it be done.” 

Other patients contributed favorable comments 
such as ‘Feel better than I have for ten years” and 
“I feel wonderful.” Subjective descriptions of the 
postgastrectomy symptoms experienced by some of 
the patients follow: ‘What pain I do have comes on 
suddenly and leaves suddenly with no apparent after- 
effects,” ‘“‘Much discomfort from eating sweets, 
causing sweating and weakness,” still another, ‘“Break- 
fast is the worst from the nausea standpoint,” and 
also, “ I would appreciate gaining some of the 
weight back,” and finally, “The bowel condition 
(diarrhea—JWB) is serious and humiliating. I lost 
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a good job on account of odor left in toilet.” An 
unsolicited written description of probable hypo- 
glycemia was contributed by a patient: “When doing 
hard physical labor I often become very weak, break 
out with perspiration. This condition will last about 
30 minutes and usually occurs mid-morning or mid- 
afternoon.” 

The questionnaires probably present an adequate 
cross section of the total group of patients with dump- 
ing symptoms since two-thirds of this group complet- 
ed the form. Nevertheless their numbers are too few 
to allow accurate percentage estimates of incidence 
of persistent and of significant dumping. It is of in- 
terest to note in summary that dumping had persisted 
to the date that the questionnaire was completed in 
slightly over three-fourths of the individuals who 
completed it (27 of 35). Just over one-half of these 
individuals (18 of 35) indicated that the symptoms 


occurred often enough to be considered significant. 


One must admit, however, that these figures may give 
an exaggerated picture of the persistence of dumping 
since patients having symptoms would be more likely 
to return the questionnaires than those who had no 
problems along this line. 

The incidence of dumping after gastric resection 
in our series has been estimated at 57.4 per cent on 
the basis of examination of the clinical records of 
each patient. If slightly over three-fourths of the 
total original group of 54 patients classified as ‘‘dump- 
ers” can be assumed to have persistent dumping, as 
did those who answered the questionnaire, then the 
incidence of persistent dumping in those operated 
for removal of pylorus in our series is 44.3 per cent. 
If slightly over one-half of the original “dumpers” 
can be assumed to have significant symptoms as did 
those who answered the questionnaire, then the inci- 
dence of significant dumping in the entire group of 
gastrectomized patients becomes 29.2 per cent. 

It is felt that a brief personal case history (my 
own) may illustrate some salient points: 

A white professional man, age 35, had been sub- 
jected six years earlier to a Hoffmeister-Polya gastrec- 
tomy with removal of approximately two-thirds of 
the stomach. The indication for surgery was acute 
recurrent massive hemorrhage. While in the hospital 
postoperatively he noted a tendency to feel over-full 
immediately after eating meals of average size. After 
dismissal on the 13th day after surgery he was placed 
on an ambulatory ulcer diet. He consumed eggnogs 
and other milk drinks until about three weeks post- 
operatively at which time he first experienced typical 
dumping symptoms after eating a piece of lemon pie. 
These symptoms were described as severe nausea, an 
“all-gone” feeling in the epigastrium, and a feeling 
of warmth, lasting about 30 minutes after he assumed 
the reclining position. The next severe episode oc- 


curred about one week later when the patient, who 
had continued to that date to tolerate milk drinks, 
consumed a chocolate malted milk and a sandwich in 
a restaurant. Rather prompt onset of severe nausea 
was followed by abdominal cramping, flatus, and a 
feeling of general weakness. He was unable to leave 
the restaurant until these subsided about 20 to 30 
minutes later. 

Gradually, by trial and error, the patient began to 
find that milk drinks and ice cream were poorly toler- 
ated. He could tolerate a meal of average size without 
difficulty if all liquids were avoided and if no physical 
activity was required immediately. He was often able 
to eat certain desserts immediately after meals if he 
could remain seated, as at a banquet. Ordinarily he 
deferred dessert after the evening meal until bedtime. 
Fluids were taken between meals only. From time to 
time he would experience nausea, warmth, and a 
vague general malaise in the postcibal period without 
any obvious cause. Lying down would relieve these 
symptoms in 15 minutes or so. Often a definite diure- 
sis would occur 30 to 60 minutes after these symp- 
toms subsided. On one or two occasions he expe- 
rienced a vague weakness in the mid-afternoon while 
working at his office. job. Ingestion of sugar relieved 
this symptom promptly. 

The patient agrees that his dumping symptoms six 
years postoperatively are less than those which oc- 
curred in the three-month period following surgery 
and attributes this to his acceptance of the previously 
mentioned dietary limitations. Since surgery he has 
maintained a weight about 25 pounds less than his 
preoperative weight, which was average for his height 
and age. Despite this he feels well and misses no work 
because of his postgastrectomy symptoms. There has 
been no recurrence of ulcer symptoms. 


Pathogenesis of Syndrome 


What are the physiologic phenomena creating the 
conditions that result in the dumping syndrome? 
Roentgenologic studies reveal that nearly all surgical 
procedures in which the pylorus is removed or by- 
passed are followed by rapid emptying of gastric con- 
tents into the small intestine. Yet not all patients who 
demonstrate this increased rate of emptying mani- 
fest dumping symptoms. The reason remains the basic 
mystery when explanation of these symptoms is at- 
tempted. Smith and his associates*? have demonstrat- 
ed to their own satisfaction that what they term “pre- 
cipitate gastric emptying” occurs in patients with the 
symptoms. This rapid emptying of the gastric rem- 
nant is contrasted with the slightly slower emptying of 
the non-dumping patients who have had gastrectomy. 
The patients with dumping symptoms reportedly have 
excessive jejunal peristalsis during a barium meal with 
complete emptying of the stomach within 10 minutes. 
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This has not been confirmed by other investigators. 

The time honored theory has held that dumping of 
ingested foods into the small intestine causes symp- 
toms by producing rapid distention of the jejunum. 
It can be shown that distention of a balloon in the 
jejunal lumen is followed by fullness and nausea 
characteristic of the so-called mechanical phase of 
the dumping syndrome. But there is more to the syn- 
drome than this, and Machella’s physiologic studies?° 
have reproduced the entire pattern of the syndrome in 
normal subjects. Introduction of a hypertonic glucose 
solution into the jejunum of individuals having intact 
gastrointestinal tracts is followed by both mechanical 
and vasomotor symptoms of dumping, especially if 
the distal passage of small bowel content is prevented. 
This work has been duplicated by Friesen? and by 
Jordan and his group.'® 

Measurements of the fluid aspirated from an iso- 
lated segement of jejunum before and after intro- 
duction of hypertonic protein hydrolysate solution 
have revealed that the volume of the aspirate is much 
greater than that which was instilled. This profuse 
secretion of fluid by the jejunal mucosa has been 
demonstrated by other investigators using hypertonic 
glucose. Thus the occurrence of jejunal distention is 
not so dependent on the volume of the meal ingested 
as it is upon the osmotic pressure exerted by the meal. 
Presumably fluid enters the intestine from the intra- 
vascular portion of the extracellular fluid space in 
an attempt to render the ingested material isotonic 
with other body fluids. Any dissipation of the exist- 
ing osmotic gradient prevents development of the 
syndrome. To account for clinical variations in the 
syndromes, Machella*® has advanced several necessary 
characteristics of the meal and certain general condi- 
tions which must be present for dumping to occur 
(Table III). 

Mote precise definition of the mechanism of the 
vasomotor symptoms has been forthcoming in recent 
studies by Roberts and associates at Memorial Center 
in New York City.25 This work demonstrates de- 
creases in plasma volume of 300 to 700 cc. occurring 
coincidentally with symptoms of palpitation, tachy- 


TABLE III 


CONDITIONS NECESSARY FOR 
DUMPING 
(Machella?°) 


Meal capable of exerting high osmotic pressure 

Sufficient fluid to dissolve meal and yet yield a 

hypertonic solution 

No dispersal of osmotic energy (e.g. by vomiting, 
reclining, or excessive peristalsis) 

Mobilization of fluid from blood into bowel with 

sufficient rapidity to distend it 


cardia, sweating, and weakness. These investigators 
have confirmed Smith’s previous demonstration?® that 
nonspecific T wave and S-T segment changes in the 
electrocardiogram occur simultaneously with the plas- 
ma volume changes and the dumping symptoms. These 
cardioyascular findings return to normal within 60 
to 120 minutes as the symptoms subside. Not only 
did the authors induce dumping at will by instillation 
into the intestine of other hypertonic solutions than 
glucose and protein (e.g. saline and potentially hyper- 
tonic starch), but they strikingly prevented the syn- 
drome by simultaneously infusing 500 cc. of plasma 
expander intravenously. The group from the Memorial 
Center postulates sympathetic stimulation as the mode 
of production of vasomotor symptoms, probably 
through stimulation of pressoreceptors in the aortic- 
carotid sinus areas. 

Amdrup and Jorgensen? have confirmed this work 
by demonstrating a similar reduction in plasma 
volume in patients who have dumping symptoms 
after glucose ingestion. Those who were asympto- 
matic after the glucose (usually those without post- 
prandial dumping) often demonstrated an actual 
increase in plasma volume. On the other hand, similar 
studies by Webber and his associates*® from the 
Roswell Park Memorial Institute at Buffalo, New 
York, have questioned this cardiovascular mechanism 
of production of dumping symptoms after glucose 
ingestion by showing a lack of correlation with blood 
volume changes. In this series of 16 cases the drop 
in blood volume in asymptomatic individuals averaged 
slightly greater than in those who experienced dump- 
ing. The authors point up this question: Why do not 
all patients who experience this rapid transfer of ex- 
tracellular fluid into the jejunum concurrently dem- 
onstrate symptoms ? 

The answer to this question may be concerned 
with the individual’s peripheral vasomotor response 
to an acute change in his circulating blood volume. 
Hinshaw and his collaborators? have recently demon- 
strated a clear cut increase in peripheral blood flow 
and skin temperatures in those individuals who 
exhibit moderate to severe vasomotor type dumping 
symptoms following ingestion of hypertonic glucose. 
These increases in blood volume are of the magnitude 
of 11/4 to 12 times control values, and the severity 
of the vasomotor symptoms seems directly correlated 
with the degree of such increase. Other subjects who 
demonstrated the same plasma volume reduction 
showed either no change in peripheral blood flow or 
evidences of vasoconstriction, i.e., decreased peripher- 
al blood flow and skin temperature. Certain of this 
latter group manifested no symptoms, and those who 
had discomfort described only those symptoms attrib- 
uted to mechanical distention such as nausea and epi- 
gastric fullness. These investigators have designated 
the peripheral vasodilation demonstrated by their stud- 
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ies as an “abnormal homeostatic vascular response.” 
They feel that individuals with a “normal response” 
manifest vasoconstriction after a decrease in blood vol- 
ume. The ‘abnormal response’’ apparently allows large 
shifts of intravascular fluids with pooling in the periph- 
ery and relative paucity of blood in the central areas 
of the heart and brain. Cortical anoxia has been sug- 
gested by changes in the electroencephalogram occur- 
ring while the patient is experiencing certain dumping 
symptoms such as dizziness. 

Many other theories have been advanced to account 
for dumping symptoms. Physiologic mechanisms 
thought to account for vasomotor changes have in- 
cluded hyperglycemia, hypoglycemia, hypokalemia, 
and adrenal dysfunction. Gastrointestinal manifesta- 
tions have dominated thoughts of others who have 
postulated jejunal hypermotility, jejunitis, and de- 
layed emptying of the afferent jejunal loop as etiologic 
mechanisms. It has even been postulated by Capper* 
that the gravitational pull of bowel content on the usu- 
ally “unsupported gastric remnant” accounts for the 
symptoms, but the work has remained unconfirmed 
by others. 

A most recent theory has been propounded by Dyk 
of Austria® based on work apparently showing that 
ingested levo-rotatory sugars like fructose fail to pro- 
duce the dumping symptoms which are rather typical 
after ingestion of dextrorotatory sugars such as glu- 
cose. It is postulated that normal individuals convert 
dextrorotatory to levorotatory isomers by means of an 
intestinal enzymatic mechanism. This conversion is 
said to be impaired in those susceptible to the dump- 
ing syndrome, thus allowing accumulation of a dex- 
trorotatory product which is in turn responsible for 
the symptoms. Ingelfinger comments that confirma- 
tion of this theory would present startling therapeutic 
possibilities.14 

It can truthfully be said that the field for physio- 
logic research is still open where the postgastrectomy 
syndrome is concerned. Note should be taken of a 
recent publication by Leonard and associates!§ re- 
introducing the concept rather widely held by clini- 
cians that dumping is essentially a psychosomatic rath- 
er than a physiologic manifestation. The contribution 
referred to dealt with successful treatment of severe 
cases of dumping at the University of Minnesota uti- 
lizing hypnotic suggestion, administered apparently 
by the department of surgery. The authors were led 
to emphasize the “psychological element” in the 
genesis of dumping. In this regard, reference to the 
present communication reveals that each of the three 
severe cases in patients whose current condition was 
graded as “‘poor” showed a definite neurotic back- 
ground. These patients probably would have respond- 
ed, perhaps more than temporarily so, to hypnotic 
suggestion. But it is unreasonable to infer that the 
great bulk of patients with this syndrome could bene- 


fit materially from therapy of this sort. Much more 
basic are the carefully planned and carried out physio- 
logic studies already detailed. After all, the “final 
common pathway” through which emotional distur- 
bances manifest themselves is identical to that stimu- 
lated by circulatory adjustments such as those demon- 
strated so well by Roberts and Hinshaw and their 
respective groups. This pathway of response is, of 
course, the autonomic nervous system. 

It seems possible that one role of the psyche may 
be in determination of whether an individual whose 
blood volume diminishes aftet a meal of high osmotic 
pressure will respond with the peripheral vasoconstric- 
tion which might be expected as a homeostatic reac- 
tion or with vasodilatation, which further depletes 
the blood supply to central organs.1* Possibly cer- 
tain persons with “emotional instability” may like- 
wise exhibit the vasodilatation which only aggravates 
their disability. 


Therapeutic Suggestions 


The clinician’s main tools in treating the postgas- 
trectomy syndrome prior to physiologic demonstration 
of its mechanism have been the age-old ones of reas- 
surance and of antispasmodic and sedative drugs. A 
more novel tool has been potassium, given to correct 
the hypokalemia demonstrable in a certain phase of 
the dumping symptomatology. Surgical attempts to re- 
vamp the already altered physiology have been inter- 
esting, if not widely accepted or uniformly successful. 
They have included narrowing of the stoma, revision 
of gastrojejunal anastomoses to gastroduodenal ones, 
and interposition of a segment of bowel including the 
ileocolic sphincter, the latter in total gastrectomy. Por- 
tions of the transverse colon have also been interposed 
between the gastric remnant and the contiguous small 
bowel in attempts to re-establish the gastric reservoir. 

A recent communication on therapy by Jordan and 
his group!® has emphasized the possible role of a low 
circulating blood volume and has included the use of 
infusions of blcod and of plasma expandeis during 
acute symptoms. This has not only helped control the 
immediate symptoms but has prevented subsequent 
dumping altogether in several patients. 

Until recently dietary methods of control of dump- 
ing symptoms have been much underrated. It is inter- 
esting that many patients whose condition improves 
make successful adjustments in their own diet by trial 
and error and without recourse to medical advice. 
However, attention to Machella’s conditions neces- 
sary for dumping (Table III) provides a basis for a 
successful dietary routine the physician may utilize in 
education of his patient. Thus, to avoid potentially 
hypertonic substances, concentrated sweets are omitted 
from the diet. Likewise a starchy dessert which will 
hydrolyze to glucose is rarely taken. Milk and its 
products, though not often hypertonic, seem to have 
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a specific offending quality not yet understood. Any 
fluids taken in conjunction with meals place in solu- 
tion the molecules which produce osmotic pressures. 
Reclining of the patient following meals prevents 
symptoms, apparently by allowing disperal of osmotic 
energy by regurgitation of jejunal contents into the 
gastric remnant. Some patients with severe dumping 
have fared better reclining on their couches while eat- 
ing. 

It is the problem of meal size which has led to the 
recommendation that the patient ingest six small equal 
feedings daily. This admonition may help the patient 
over the hurdle of the first few postoperative weeks, 
but generally it can be discarded later in favor of 
fewer, somewhat larger meals. He will, however, need 
to be cautious to avoid rapid ingestion of large vol- 
umes of food, especially when combined with fluid. 

It is not difficult to see how the average American 
breakfast sets up an ideal situation for dumping. I 
refer to the starchy hot cereal with sugar and milk or 
cream, the coffee, and the toast or sweet roll. Break- 
fast can be adapted to the gastrectomy patient by 
omission of coffee and other drinks and the use of 
minimal cream on a dry unsweetened cereal along 
with bacon and eggs and possibly toast with consider- 
able butter. The need for fluids can be met by their 
ingestion immediately after arising, or at least 30 
minutes before the meal. Generally, fluid intake after 
a meal should be delayed 11/, to 2 hours. A large or 
sweeter meal may require either a longer wait before 
fluids are ingested or a rest in the reclining position 
after eating. A trap into which some patients fall is 
the failure to consider that many semi-solid foods be- 
come liquid immediately after ingestion. Examples 
are cooked cereals, gelatin salads and desserts, and 
custards. 

Although many patients fare relatively well in the 
immediate postoperative period in regard to dumping, 
it has been recommended that specific diets be insti- 
tuted prior to dismissal from the hospital. Diets of 
this sort should omit carbohydrates and milk products 
so far as possible, thus emphasizing protein and fat.* 


*An example of the lack of dissemination of these facts 
was pointed up at the very time of final preparation of 
this article. The dietetic association ir my home community 
added a diet to its Diet Manual used as a guide in all 
hospitals. This was headed ‘Postoperative Gastric Re- 
section,” but was hardly distinguishable from the “Bland” 
utilized for medical treatment of ulcer save for the addition 
of tea and coffee. It featured liberal amounts of liquid, 
starches, milk products, cooked cereals, puddings and 
custards, baked and broiled meats, and pureed or escatloped 
vegetables. Prohibited were fried foods and pepper. It must 
be admitted that the last admonition was to “take frequent 
small feedings.” The content of such a diet is hardly apt to 
oe incidence of the postgastrectomy dumping syndrome, 

wever. 


Gradually (after one or two months), vegetables and 
unsweetened fruits are added with complex carbo- 
hydrates. Lewis and associates!® have eliminated the 
liquid diet formerly offered to patients in the im- 
mediate postoperative period in favor of a new rou- 
tine of seasoned soft, and, shortly thereafter, solid 
food. This reduces the average volume of the meal 
from 24 to 16 ounces. By the time of dismissal the pa- 
tient may be consuming 80 grams of protein and 2200 
calories, providing all goes well. 

Such detailed supervision of the immediate post- 
operative diet has not been necessary in my experi- 
ence. Attention to restriction of volume, fluid con- 
tent, and carbohydrate concentration of meals will 
usually suffice to prevent any severe symptoms in the 
first two or three months after gastrectomy. Should 
symptoms occur, the patient can usually control them 
quickly by reclining for a few minutes. Milk and its 
products may have to be omitted from the diet. It is 
well to remember that the patient often eventually 
learns and adapts to his own use the previously de- 
scribed methods to prevent dumping whether or not 
his physician is aware of them. It is this education by 
experience of the gastrectomy patient and not a 
mysterious physiologic adaptation of the gastroin- 
testinal tract which explains the tendency to gradual 
improvement of postgastrectomy symptoms with the 
passage of time. 


Summary 


1. Gastric surgery which by-passes or sacrifices the 
pylorus commonly produces a chain of uncomfortable 
symptoms which occur shortly after meals. Of the two 
phases into which these dumping symptoms may be 
divided, the first, termed mechanical, is thought to 
reflect jejunal distention. Epigastric fullness, abdom- 
inal pain, and nausea are the symptoms manifested 
in this phase of the dumping syndrome. In the more 
obscure vasomotor phase, apparently mediated through 
the autonomic nervous system, the patient complains 
of weakness, faintness, tachycardia, feeling of warmth, 
and actual perspiration. 

2. Dumping, as reflected by the presence of at least 
one of these symptoms, was clearly recorded in the 
records of 57.4 per cent of 94 consecutive patients 
with gastrectomy for benign disease collected from 
the records of the Wichita Clinic. Analysis of these 
cases revealed neither a means by which one can know 
preoperatively which patient will develop dumping 
nor a way it can be effectively prevented by modifica- 
tion of the surgical procedure itself. 

3. A written questionnaire was completed by 36 of 
52 patients with dumping symptoms. These patients 
complained chiefly of the mechanical symptoms oc- 
curring within 30 minutes after eating, and they 
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were of the opinion that excessive food intake or ex- 
cessive exercise after meals could produce these symp- 
toms. Most common offending foods were milk and 
its products, sweets, and any liquids taken with meals. 
Twenty-three of 36 patients still had dumping symp- 
toms when the questionnaire was filled out one to five 
years after gastrectomy. 

4. The most attractive theories of etiology of the 
syndrome are based on the relationship of osmotic 
pressures within the jejunum to those within the 
blood. The former can be increased by ingestion of 
foods which are hypertonic, especially if sufficient 
liquid is consumed to dissolve them. Such osmotic 
energy can be dispersed by vomiting, diarrhea, or by 
reclining of the subject with reflux of the meal into 
the gastric remnant. However, unless such dispersal 
of osmotic pressures occurs, a sudden shift of extra- 
cellular fluid from the blood to the jejunum results 
which equalizes osmotic relationships between the 
two areas. The resultant decrease in blood volume is 
accompanied in certain individuals by a marked peri- 
pheral vasodilatation which results in pooling of blood 
away from the central areas such as heart and brain. 
The vast amount of fluid entering the jejunum itself 
produces distention and the mechanical phase of symp- 
tomatology, whereas the vasomotor symptoms are 
probably mediated through the autonomic nervous 
system, discharges of which seem to be initiated by 
acute changes in the circulating blood volume. 

5. Satisfactory medical treatment of the dumping 
symptoms is based on dietary manipulation. Sweets, 
fluids, and milk products are avoided with meals, es- 
pecially if their volume is large. Rest in the reclining 
position is advised after an unavoidably large meal. 
Small frequent feedings are preferable, especially in 
the early postoperative period. 

6. It is felt that apparent spontaneous improvement 
of the patient with the postgastrectomy syndrome us- 
ually reflects a process of self-education. By trial and 
error the patient eventually learns to omit dietary 
items which are followed by dumping symptoms. The 
physician who understands the physiologic mecha- 
nisms of this postgastrectomy syndrome can often lead 
his patients quickly to a remission of these trouble- 
some symptoms. 


Wichita Clinic 

Department of Internal Medicine 
3244 East Douglas 

Wichita 8, Kansas 


References 


1. Abbott, W. O.; Karr, W. G., and Miller, T. G.: 
Intubation studies of human small intestine: Factors con- 
cerned in absorption of glucose from the jejunum and 
ileum, Am. J. Digest. Dis. and Nutrition 4:742-752 (Jan.) 
1938. 

2. Amdrup, E., and Jorgensen, J. B.: Postprandial vari- 


ations in plasma volume in patients with the dumping 
Tae (Abstract), Modern Medicine 25:201-202 (July 
1) 1957. 

3. Capper, W. M.: Etiology of the early postgastrectomy 
syndrome, Gastroenterologia 76:319-325, 1950-1951. 

4. Custer, M. D., Jr.; Butt, H. R., and Waugh, J. M.: 
The so-called ‘dumping syndrome’’ after subtotal gastrec- 
tomy, Ann. Surg. 123:410-418 (March) 1946. 

5. Dragstedt, L. R.: Quoted by Zollinger.” 

6. Dyk, A.: Quoted by Ingelfinger, F. J.* 

7. Friesen, S. R.: Personal Communication. 

8. Goligher, J. C. and Riley, T. R.: Incidence and 
mechanism of the early dumping syndrome after gastrec- 
tomy; Clinical and radiological study, Lancet 1:630-636 
(March 29) 1952. 

9. Good, F.: Quoted by Walker.” 

10. Harkins, H. N.; Schmitz, E. J.; Nyhus, L. M.; 
Kanar, E. A.; Zech, R. K., and Griffith, C. A.: The Billroth 
I gastric resection: Experimental studies and clinical ob- 
— on 291 cases, Ann. Surg. 140:405-427 (Sept.) 
1 

11. Hayes, Mark A.: Dietary control of postgastrectomy 
— syndrome,” J. Am. Dietet, A. 31:133-137 (Feb.) 


12. Hertz, A. F.: The cause and treatment of certain 
unfavorable after effects of gastroenterostomy, Ann. Surg. 
58:466-472, 1913. 

13. Hinshaw, D. D.; Joergenson, E. J.; Davis, H. A., 
and Stafford, C. E.: Peripheral blood flow and blood volume 
studies in the dumping syndrome, A.M.A. Arch. Surg. 
74:686-693 (May) 1957. 

14. Ingelfinger, F. J.: Year Book of Medicine, Chicago, 
1957-1958, The Yearbook Publishers, p. 522. 

15. Jordan, G. L., Jr.; Overton, R. C., and deBakey, 
M. E.: Postgastrectomy syndrome: studies on pathogenesis. 
Ann, Surg. 145:471-479 (Apr.) 1957. 

16. Jordan, G. L., Jr.; Overstreet, J. W., and Peddie, G. H.: 
Use of blood transfusions in treatment of the postgastrectomy 
syndrome, Surgery 42:1055-1059 (Dec.) 1957. 

17. Kleiman, A., and Grant, A. R.: The role of K+ in 
the pathogenesis and treatment of the postgastrectomy dump- 
ing syndrome, Surgical Forum 4:296-301, 1953. 

18. Leonard, A. S.; Papermaster, A. A., and Wangensteen, 
O. H.: Treatment of postgastrectomy dumping syndrome by 
hypnotic suggestion, J.A.M.A. 165:1957-1959 (Dec. 14) 
1957. 

19. Lewis, M. N.; Murray, M. A., and Zollinger, R. M.: 
Dietary regimen following partial gastric resection, J. Am. 
Dietet. A. 30:852-855 (Sept.) 1954. 

20. Machella, T. E.: Mechanism of the postgastrectomy 
dumping syndrome, Gastroenterology 14:237-255 (Feb.) 
1950. 

21. Mix, C. L.: The “dumping stomach” following gas- 
trojejunostomy, Surg. Clin. N. Am. 2:617-622, 1922. 

22. Muir, A.: Postgastrectomy syndromes, Brit. J. Surg. 
37:165-178 (Oct.) 1949. 

23. Porter, H. W., and Claman, Z. B.: Preliminary re- 
port on the advantages of small stoma in partial gastrectomy 
for ulcer, Ann. Surg. 129:417-428 (Apr.) 1949. 

24. Rauch, R. F., and Bieter, R. N.: The treatment of 
postprandial distress following gastric resection, Gastroen- 
terology 23:347-355 (May) 1953. 

25. Roberts, K. E.; Randall, H. T.; Farr, H. W.; Kid- 
well, A. P.; McNeer, G. P., and Pack, G. P.: Cardiovascular 
and blood volume alterations resulting from intrajejunal ad- 
ministration of hypertonic solutions to gastrectomized pa- 
tients: The relationship of these changes to the dumping 
syndrome, Ann. Surg. 140:631-640 (Nov.) 1954. 

26. Robinson, F. W., and Pittman, A. C.: Dietary man- 
agement of the postgastrectomy dumping syndrome, Surg. 
Gynec. and Obst. 104:529-534 (May) 1957. 

27. Smith, W. H.; Fraser, R.; Staynes, K., and Willcox, 
J. M.: Clinical tests for liability to postprandial attacks of 


= 
| 
| 
| 
| 
| 
| 
| 
| 
j 
} 
| : 
| 
| 
| | 
i 


10 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


palpitation and weakness after gastric operation, Lancet 2:- 
530-534 (Sept. 12) 1953. 

28. Smith, W. H.: Potassium lack in the postgastrectomy 
dumping syndrome, Lancet 2:745-749 (Oct. 27) 1951. 

29. Walker, J. M.; Roberts, K. E.; Medwid, A., and Ran- 
dall, H. T.: The significance of the dumping syndrome, 
A.M.A. Arch. Surg. 71:543-548 (Oct.) 1955. 


30. Webber, B. M.; Bender, M. A., and Moore, G. E.: 
Dumping syndrome: An evaluation of some current etiologic 
concepts, New England J. Med. 256:285-289 (Feb. 14) 
1957. 

31. Zollinger, R. M., and Williams, R. D.: Considerations 
in surgical treatment for duodenal ulcer, J.A.M.A. 160:367- 
373 (Feb. 4) 1956. 


Control of Pain 


—*The Most Common Complaint Which 


JOHN J. BONICA, M.D., Tacoma 


Despite many advances in medicine which have 
been made during the last quarter of a century, the 
management of pain remains one of the most difh- 
cult and often vexing phases of medical practice. This 
is not only because it is the leading symptom of many 
diseases, and therefore constitutes one of the most 
frequent reasons for patients seeking counsel of their 
physicians, but also because it is often a complex and 
distressing problem. It is obvious, therefore, that the 
proper management of pain constitutes, from the pa- 
tient’s standpoint at least, the most important obliga- 
tion and one of the main objectives of every physi- 
cian. 

The general practitioner, caring as he does for the 
majority of patients, and most often being the first to 
see the patient, has among all physicians the most 
important and heaviest responsibility in proper man- 
agement. It is the purpose of this presentation to dis- 
cuss briefly some aspects of the pain process, to indi- 
cate what methods are presently available in the treat- 
ment of chronic pain, and briefly to mention some 
pain syndromes and indicate the role of the general 
practitioner in their management. 

Although some therapeutic procedures which will 
be mentioned are obviously outside the sphere of gen- 
eral practice, appreciation of their indications, ad- 
vantages, limitations, and disadvantages by the family 


This paper was presented at the 99th annual meeting, 
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Prompts Patients to Seek Medical Aid”’ 


physician is essential to fulfill his role as coordinator 
of treatment. Obviously, many painful disorders can 
be quickly remedied with simple medical means. In 
this presentation we are not concerned with this type 
of pain, but with persistent pain. 


What Is Pain? 


In order to understand some principles of manag- 


' ing patients with pain and the proper therapeutic ap- 


plication of various methods, it is essential to have 
some concept on the nature of the pain process. Al- 
though most people know what is meant by the word 
“pain,” almost all have great difficulty in defining it. 
This is so because pain is a highly personal affair, 
entirely subjective in nature, and a complex physio- 
psychologic phenomenon which almost defies enquiry. 

Some believe that the total pain experience is com- 


Pain is the most common complaint 
which prompts patients to seek medical 
aid. In most instances it is a symptom of 
a medical or surgical disorder which can 
be cured by operation or by the use of 
certain drugs. Unfortunately, in some 
cases the cause of pain is not known; or, 
if it is known, it cannot be eradicated 
and other methods must be employed to 
treat the pain itself. Methods which are 
available for this purpose at present are 
presented. 
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posed of the perception of pain and the associated 
emotional reaction and effective states. The perception 
of pain, like the perception of other sensations, such 
as temperature and touch, is a neurophysiologic proc- 
ess which has special structural, functional, and per- 
ceptional properties and is accomplished by means of 
relatively simple and primitive neural receptive and 
conductive mechanisms. It is measurable and constant, 
although it can be modified by drugs and psychic fac- 
tors and completely obviated by interruption of its 
pathways by chemical nerve block (or surgical 
means). 

The reaction to pain, on the other hand, is a com- 
plex physiopsychologic process which involves the 
cognitive functions of the individual. It represents 
the emotional and physiologic expression resulting 
from the perception of pain. It is what the individual 
feels, thinks, and does about the pain he perceives, 
and what pain means to him in the light of his past 
experiences. 

Although this artificial dichotomy of the pain ex- 
perience has proved useful to some in studying and 
understanding it, it is doubtful that there is such a 
thing as a pure sensation of pain separate and distinct 
from the influence of reaction. We believe, as do many 
others, that the essential part of pain is awareness, and 
no other sensation or experience can be termed “pain” 
unless it is felt as such. Moreover, there are so many 
neuronal influences modifying the input from the pain 
source before it reaches awareness, that central percep- 
tion of pain can be considered to result from many 
different impulses being registered and interpreted, 
and this emphasizes a unit sensation which is greater 
than its constituent parts and is thus a new entity. 
Thus, while the original sensation may be considered 
the same for all individuals, it loses that sameness as 
soon as the process begins and is no longer a pure 
sensation. I believe that the quality of the feeling 
state, the patient’s complaint, and his physical and 
mental responses, are manifestations of the reactions 
and are the most relevant of the pain experience. This 
is one of the most important and fundamental facts 
about pain. It must be accepted with its full implica- 
tion if one is to be successful in managing patients 
with intractable pain. 

Some Characteristics of Pain. Noxious stimulation 
produces pain which differs in its characteristics in 
accordance with the structure involved. The character- 
istics of pain of special interest to the clinician in- 
clude quality, intensity, duration, and extension. It is 
well known that injury to the superficial somatic struc- 
tures produces pain which has a sharp quality, is well 
localized, and is felt quickly, while deep pain is de- 
scribed as a dull, aching, sickening discomfort which 
is poorly localized. 

In addition to pain, there are other responses to 


noxious stimulation which must be seriously con- 
sidered in treatment. These include local tenderness, 
reflex skeletal-muscle contraction, vasospasm, hyper- 
hydrosis, and frequently a disturbance in the spinal 
cord. The degree of these responses depends upon the 
intensity and duration of this stimulus: the more in- 
tense and the longer the injury, the more it is likely 
that these associated phenomena occur, and the more 
intense they become. These responses frequently act 
as new sources of noxious stimulation which initiate 
a vicious citcle which may become self-perpetuating. 

There are several other important characteristics 
of pain which must be kept in mind. Pain is rarely 
constant in intensity for any protracted period of 
time. The intensity of pain arising from a lesion is 
independent of the size of lesion, and where two or 
more sources of pain stimuli exist coincidentally, 
perception of pain is monopolized by the most in- 
tense. Perhaps the paramount factor in determining 
the intensity of pain and suffering is the significance 
of its source. If there is no worry or other distressing 
implication regarding its source, pain is compar- 
atively well tolerated. 

Pain of long standing, no matter whether moder- 
ate or severe, produces physical and _ psychologic 
depletion which varies widely between individuals 
and may be evidence of basic personality differences. 
Patients with chronic pain have a gradual but com- 
plete alteration in attitude toward their environment. 
Consequently they have no other interest, and the 
pain becomes in fact a consuming problem which 
completely dominates their lives. In such cases, inter- 
ruption of pain pathways cannot solve the problem 
entirely. In many instances the problem is much more 
complicated and necessitates a long term application 
of psycho-therapeutic and rehabilitative measures as 
well. The presence of general debility, malnutrition, 
fatigue, anxiety, or mental turmoil decreases further 
the reaction threshold, so that the pain is more severe 
and more difficult to treat. Lack of sleep is particularly 
important in this respect. 

Pain Pathways. Mention of pain pathways is in- 
cluded for the sake of completeness and because a 
thorough understanding of these pathways is essen- 
tial in properly applying some methods used to 
control persistent pain. The nervous pathways of 
pain may be said to be organized into three distinct 
units or relays: (a) the first relay or peripheral 
sensory neurons, (b) the second relay or connector 
or internuncial neurons, and (c) the third relay or 
sensory neurons. It should be stressed that the path- 
ways in the central nervous system are not neatly 
compartmentalized. Their location, particularly in 
the spinal cord, is most diffuse, a point of great 
importance to the neurosurgeon who attempts to 
interrupt the pathway by chordotomy. 


' 
| 
| 
f 
{| 
| 
Wee 
{ 
| 
| 


12 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Methods of Pain Control 


There is need for a basic orientation in regard to 
the totally functioning human being and evaluation 
in such a complex process as pain. From a standpoint 
of approaches to treatment, it is desirable to differen- 
tiate that which is primarily structural, primarily 
physiologic, and primarily psychologic. When there 
is a significant psychic factor, as in many psychophys- 
iologic disorders, or when there is pain related to 
personality factors but without demonstrable physio- 
logic changes, treatment of the psychologic problem 
becomes paramount. In these cases it is incumbent 
on us to treat the underlying psychophysiologic condi- 
tion and to consider the fundamental methods of 
psychiatric management. The same may be said about 
management of patients for certain psychiatric condi- 
tions in which pain may be a prominent symptom. 
Since a discussion of psychiatric technic is beyond 
the scope of this paper, nothing more will be said 
except to reemphasize the importance of this method 
in managing patients with intractable pain. An ex- 
cellent dissertation on the subject has been written 
by Ripley.® 

Now let us focus our attention on the patient with 
pain of structural etiology and on those with pain 
accompanying altered physiologic function without 
structural changes. Although psychologic support 
is useful in helping these patients, the main treat- 
ment is directed to elimination of the primary dis- 
ease. This may be accomplished medically by means 
of drugs (antibiotics, antispasmodics, spasmolytics 
(curare), vasodilators, vasoconstrictors, etc.), by 
surgical extirpation, or by treating with physical 
methods (roentgen therapy, physical therapy). In 
such patients with pain due to self-limiting medical 
disorders, or due to diseases which indicate surgical 
extirpation, the solution of the pain problem is usually 
clear-cut and relatively simple. However, in patients 
with protracted pain, the cause or mechanism of 
which cannot be ascertained or eliminated, the 
problem is often difficult from a therapeutic as well 
as from a diagnostic standpoint. Such cases require 
a well planned attack that is based upon certain 
fundamental principles which must be followed if 
optimal results are to be achieved. 

Basic Principles of Management. In instances of 
intractable pain, diagnosis and localization of the 
source of the pain usually require thorough and de- 
tailed examination of the patient and a correct inter- 
pretation of medical, neurologic, radiologic, and 
laboratory data. It becomes immediately apparent 
that proper management of such patients requires 
a great deal of time and effort, more than some 
practitioners are willing to spend. Unless the phy- 
sician devotes the necessary time to the problem, he 


cannot hope to achieve optimal results. In fact, he 
may do more harm than good. 

A proper diagnosis is a requisite for successful 
management of pain in any patient, and particularly 
in those with intractable pain. This can be obtained 
only by detailed history of the pain in its three phases 
or periods: onset, course, and present status. Circum- 
stances contributing to the cause of pain, location and 
distribution, quality, intensity and severity and dura- 
tion of the first pain should be ascertained. Factors 
which aggravate and relieve pain are especially im- 
portant. 

Proper examination of the painful region and 
interpretation of findings require consideration of the 
mechanism of pain. Frequently the pain is referred 
to an area away from the site of the disease or injury. 
Examination of the painful region is followed by 
general physical examination. Since many pain syn- 
dromes involve muscular and nervous systems, a 
simple orthopedic and neurologic examination should 
always be done. Study of the blood, urine, cerebro- 
spinal fluid, and x-rays often provide information 
without which a diagnosis cannot be made. 

Since to properly appraise pain it is essential to 
know something about the patient’s personality, 
background, intellectual status, and emotional re- 
action, a mental examination is necessary. 

After a diagnosis has been made and the mechanism 
of pain is determined, it is essential to plan carefully 
the best course of treatment. In determining what 
procedures are to be used, it is necessary to consider 
many factors; cause of the pain, site, type and 
mechanism, intensity, and probable duration must 
be taken into account. In addition, it is essential to 
consider the nature of the disease causing the pain 
and the age of the patient, his physical and mental 
status, his life expectancy, and his obligations to his 
family and community. Frequently the methods which 
are locally available and practical under the circum- 
stances must be considered. However, the physician 
should not hesitate to recommend a form of pain 
control available elsewhere if this has superior ad- 
vantage over methods available locally. In case of 
doubt, it is advisable to explain the advantages, dis- 
advantages, and limitations of each method and let 
the patient and his family make the decision. 

Frequently management of pain requires applica- 
tion of several therapeutic methods. There has been 
relatively little clinical exploitation of a multipsychic 
approach to pain control by applying several well 
chosen combinations of therapeutic methods, each 
specific for certain desired effects. This is usually 
much more effective and far more satisfactory than 
alteration of the reaction with addictive analgesics. 

Since persistent pain exacts a heavy price in the 
form of physical and mental depletions, it is most 
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important to provide complete relief at the earliest 
possible date. Although systemic analgesics are most 
frequently used in treating severe intractable pain, 
it must be realized that they seldom completely relieve 
discomfort but merely make it more tolerable. For this 
reason, it is important to consider the early use of 
some method to interrupt pain pathways before 
tolerance and addiction to analgesics develop. 
Psychologic Support. All patients who experience 
moderate to severe chronic pain require psychologic 
support and moral encouragement. The first positive 
step in relief of intractable suffering occurs when a 
physician manifests his responsibility and willing- 
ness to properly discharge his obligations for the care 
of the patient. In addition to the benefit made pos- 
sible by modern science, the physician should bring 


the patient sympathetic understanding, kindness, © 


cheerfulness, and reassurance. Since patients are 
quick to sense an attitude of defeatism or a lack of 
interest, the physician should do all he can to instill 
confidence and a sense of security based upon the 
conviction that all possible will be done to relieve 
his suffering. The general practitioner, by virtue of 
the proper rapport and confidence he has cultivated 
in the patient, is best qualified to carry out this 
phase of management. 

Measures to support the patient physically are also 
essential, not only to compensate for physiologic 
depletions but also because malnourished patients 
cannot tolerate pain as well as those in good physical 
condition. Diet should be high in protein, vitamins, 
and calories. If anemia is present in spite of proper 
therapy, transfusion should be given. In addition, 
good hygiene and competent nursing care, together 
with rest and sufficient sleep, are necessary. 

Analgesics. Clinically, the most commonly em- 
ployed method in managing persistent pain involves 
the use of systemic analgesics and hypnotic drugs to 
reduce symptoms of or modity reaction to pain. In 
selecting the type of analgesia to use, the quality and 
intensity of pain are the most important consider- 
ations. 

Non-Addictive Analgesics. Mild pain can be ade- 
quately controlled with non-addictive analgesics such 
as aspirin, alone and in combination with a hypnotic. 
These drugs owe their effectiveness almost entirely 
to the fact that they raise the threshold of pain per- 
ception, since they have little effect upon reaction or 
mood. Combination with a barbiturate or with chloral- 
hydrate is particularly advantageous because in many 
instances the pain which is termed “pain” by the 
patient represents in part a manifestation of fear or 
anxiety. Moreover, hypnotic drugs assure sleep—a 
most important consideration in these patients. The 
more significant recent observations concerning the 
use of these drugs is that they are as effective in 


doses of 0.6 grams (10 grains) as in much larger 
doses. Moreover, the addition of sodium carbonate 
is of little value because it does not hasten the ab- 
sorption of aspirin as alleged by some. 

Addictive (Narcotic) Analgesics. When pain be- 
comes severe and persistent and other methods are 
contraindicated or not available, the proper use of 
narcotic drug is of great benefit. The role of narcotic 
drugs is too well known to warrant further discussion 
except to emphatically state that their effectiveness, 
low cost, and ease of administration—very desirable 
qualities in any drug—are conducive to improper 
treatment. This is particularly true in managing in- 
tractable pain of undetermined origin, when there 
is a tendency for the busy physician to resort to the 
easier and less time-consuming method of administer- 
ing these drugs. The undesirable side effects on the 
respiratory, gastrointestinal, genitourinary, and central 
nervous systems, as well as the problem of addiction, 
must be considered when narcotics are employed for 
a prolonged period of time. 

The misuse of narcotics is without doubt one of 
the most serious and often disastrous areas in clinical 
medicine. The physician may be entrapped into 
committing such an error by humane though uncon- 
sidered decision to keep the patient from suffering. 
Administration of narcotics in patients with chronic 
pain is a frustrating short-lived type of kindness. 
Such sense of mistaken humanitarianism is inevitably 
productive of tolerance and other phases of addic- 
tion, and it is really a great disservice to the patient. 
This is so because with continued use of addictive 
analgesics, tolerance of the analgesic action develops 
and eventually an impasse is reached in which the 
patient’s daily narcotic requirements are high, yet 
the alleviation of pain is inadequate. In addition to 
being medically unsatisfactory, this situation is fraught 
with the possibility of social and economic disaster 
for the addicted patient and his family. 

By far the most important factor in proper manage- 
ment of chronic pain is the performance of a physician. 
If the practitioner views pain traditionally, as merely 
a symptom of physical disease, instead of consider- 
ing the whole person, and further disregards emo- 
tional changes that arise with pain, proper manage- 
ment is impossible. Such a physician finds it neces- 
sary to administer narcotics frequently. Because he 
offers nothing else, he tends to encourage the use of 
these drugs and to make them essential to his patients. 
On the other hand, the attentive physician who offers 
his patient sympathetic understanding, kindness, 
cheerfulness, steady psychologic support, and realistic 
perspective realizes similar results without resorting 
to frequent use of addictive drugs. He prescribes 
such drugs only as a specific part of the relation be- 
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tween physician and patient and not as a substitute 
for that relationship. 

In patients in whom it is necessary to control 
pain with narcotics, either due to the nature of the 
disease or other circumstances, design for their use 
requires certain considerations. Although morphine 
is the time honored drug, there are those patients for 
whom this drug fails. For every patient who must be 
on a narcotic regimen in the face of intractable pain, 
there is some opiate or opioid which is superior to any 
other. Its supremacy depends upon complex qualities 
besides analgesia, and the final criterion in any case 
is which of the drugs best satifies the patient. His 
reaction to the drug represents a composite of anal- 
gesia, pleasant modification of mood, freedom from 
undesirable side effects and hangover, and many 
other factors. It is essential, therefore, to plan a 
systematic search for the most suitable drug. This 
is best accomplished by the rotation system of admin- 
istering a different drug every 24 hours and then 
having the patient decide which is most effective. 
It is best to do this without the knowledge of the 
patient or the nurse administering the drugs in order 
to avoid bias. 

After ascertaining the optimal drug, the physician 
must determine the optimal dose. Several different 
doses of the drug are prepared in syringes which are 
coded and then given to the nurse without divulging 
specific amounts in each syringe. This also is done 
to avoid bias. Occasionally one or two doses of placebo 
are included to ascertain the degree of placebo re- 
action. The nurse is requested to observe and record 
accurately the results after each injection. The smallest 
dose that provides comfort with minimal side effects 
is selected as the optimal dose. Obviously this pro- 
longed search for the optimal drug and optimal 
dose cannot be used in acute pain. 

In order to delay addiction and tolerance, narcotics 
should be given at irregular intervals. It should be 
stressed that the patient should be given sufficient 
amounts of the drug and at intervals to obviate 
periods of severe pain. One of the things that will 
make psychologic dependence develop quickly is 
failure to use enough of the drug to achieve the de- 
sired effects. This can be avoided by assuring ad- 
equacy of the dose by giving the drug promptly on 
the appearance of pain, and by not waiting until 
the patient writhes with pain. 

In patients receiving large doses of narcotics for 
chronic pain, care must be exercised in carrying out 
a neurosurgical operation or nerve block procedure. 
Sudden elimination of pain by interruption of its 
pathways may result in respiratory depression or 
even apnea. The use of narcotic antagonists such as 
nalorphine and levallorphan may be effective in coun- 
teracting the depressant effects of addictive analgesics. 


It should be stressed that narcotics infrequently really 
abolish pain; they merely make it more bearable, and, 
what is more important, acceptable. Therefore, it is 
essential to consider early use of some method to 
interrupt pain pathways by chemical-surgical means. 
When this is done, there is reasonable expectation 
that the patient may have some actual freedom from 
pain as well as the discomfort from pain in neuro- 
surgical operations. 

Hypnotics, Sedatives and Tranquilizers. The fear 
of pain and other affective reactions to pain may be 
modified by the use of drugs other than analgesics. 
Properly employed, barbiturates and tranquilizing 
agents are effective in decreasing the need for narcotic 
analgesics. The mechanism of their action is un- 
doubtedly on the reaction phase of pain. Barbiturates, 
like opiates, alter psychic modification of pain. In 
this manner concern, anxiety, fear, and significance 
are detached from pain. Wine or other alcoholic 
beverages to relieve pain and produce euphoria may 
be indicated as a method of management. Thorazine 
should not be used in patients who have received 
large or known quantities of barbiturates, narcotics, 
or alcohol. Because it potentiates hypotension pro- 
duced by spinal or extradural anesthesia, it should 
never be used in conjunction with nerve blocks that 
produce excessive vasomotor paralysis. 

Placebos. Although much neglected and often 
scorned, placebos constitute one of a valuable group 
of drugs which have their effect on the central nervous 
system. Fully one-third of patients with severe steady 
postoperative pain were relieved with saline or lactose 
placebos. The mechanism by which placebos have 
relieved pain is not definitely known but probably 
involves effects of suggestion on the reaction phase 
of pain. 

There are two absolute requisites for success in 
the use of placebos: the first is that the patient must 
believe that he has been given a drug intended to 
relieve pain, and the second is that the nurse or 
attendant who administers the drug share in that 
belief. An effective way in prescribing a placebo is 
to include it in a series of analgesics. 


Neurosurgical Operations 


For patients having severe, intractable pain and 
for whom palliative procedures cannot be done or 
have been ineffective, and who are still in fairly good 
health, prolonged relief can sometimes be obtained 
by neurosurgical operations. Although this form of 
therapy is often considered a last resort because of 
its serious and radical nature and its irreversible 
effects, it should not be delayed unnecessarily until 
the patient is hopelessly addicted to narcotics. 

From the discussion of pain pathways, it is apparent 
that these can be surgically isolated from central nerve 
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roots and autonomic nerves, or in the neuraxis by 
section of the spinothalamic tract in the spinal cord, 
medulla, mesencephalon, or at their way stations 
in the thalamus. Conscious perception of pain may 
be altered by resection of the postcentral cortex or by 
division or resection of various portions of the 
frontal lobes. 

Peripheral Neurotomy. The simplest and least use- 
ful operation is section of a peripheral nerve which 
may be used to control localized pain of the extrem- 
ities due, to gangrene, painful arthritis of the hip, 
and tic douloureux involving small peripheral 
branches. 

Rhizotomy. Rhizotomy constitutes interruption of 
sensory fibers at preganglionic levels and is the 
neurosurgical technic of choice in management of 
pain of the head and neck such as occurs with trigem- 
inal neuralgia, cancer, and other chronic disorders. 
It can be used also in localizing intractable pain in 
the trunk if only a few segments are involved and the 
pain is not likely to spread. It is particularly useful 
in segmental pain due to compression by fractured 
vertebra secondary to cancer, tuberculosis, or osteo- 
porosis, and also in patients with arthritic spurs. 

Since this procedure results in loss of all modality 
or sensation, it is not suitable for pain in the extrem- 
ities, because loss of proprioception and touch 
sensation produces an essentially useless limb. The 
disadvantage inherent in rhizotomy, besides the fact 
that it requires craniotomy or laminectomy, is that 
the pain may spread beyond the denervated areas 
as the lesion progresses. 

Sym pathectomy. Sympathectomy is useful in con- 
trolling pain of vascular and purely visceral origin. 
Its value in patients with angina pectoris who cannot 
be relieved by medical means is well known. Splanch- 
nicectomy results in interruption of pain pathways 
of the upper abdominal viscera and is useful in 
managing patients with intractable pain due to 
chronic pancreatitis, biliary disorders, gastrointestinal 
disease, and intestinal dyskinesia. Sympathectomy is 
also of value in idiopathic nephralgia and dysmenor- 
thea, but it is not effective in patients with pain 
originating in the bladder, prostate, or cervix uteri 
where afferent fibers run in the sacral nerves. 

Sympathectomy is of great value in patients with 
major causalgia and other reflex sympathetic dys- 
trophies and almost always relieves pain permanently. 
Sympathectomy is also effective in relieving pain due 
to peripheral vascular insufficiency such as that pro- 
duced by Raynaud’s disease, arteriosclerosis, thrombo- 
angiitis obliterans, and other vasospastic disorders. 

Spinothalamic Tractotomy. The anatomic arrange- 
ment of tracts in the spinal cord and brain permits 
section of pain and temperature fibers without dis- 
turbing other functions to a significant degree. This 


operation is the most effective procedure for the 
relief of severe, intractable pain due to cancer, injuries 
to the cauda equina or lower segments of the spinal 
cord, arachnoiditis, tabetic crises, and phantom limb 
pain or major neuralgia that follows amputation. 

The best results are obtained with high thoracic 
anterolateral chordotomy for pain in the lower ex- 
tremities and pelvis. To relieve pain in the upper 
thorax or arm, it is necessary to do the tractotomy 
at the first or second cervical level. For patients with 
pain in the shoulder and neck, it is necessary to 
interrupt the spinothalamic tract in the medulla or 
at higher levels. Tractotomy in the mesencephalon 
is feasible but is followed by disagreeable paresthesia 
in the zone of analgesia, high mortality, and a 
tendency for analgesia to fade. 

Complications that follow chordotomy are primarily 
due to the interruption of motor tracts and include 
vesical dysfunction, fecal incontinence, weakness of 
the limbs, hypotension, sexual ‘dysfunction in males, 
and respiratory paresis or paralysis with dysesthesia. 
In addition, radicular pain, paresthesia, and other 
sensory disturbances occur. 

Cerebral Operations. Interruption of the fibers pro- 
jected from the thalamus to the frontal and supraor- 
bital cortex or resection of these areas suppresses or 
modifies the reactive expression of pain and aware- 
ness of suffering without affecting perception of pain. 
Prefrontal leucotomy (lobotomy) is a relatively new 
tool in the armamentarium of the neurosurgeon for 
treatment of intractable pain. This procedure has had 
enthusiastic acclaim in some quarters but must be 
considered as the court of last appeal. 

This procedure apparently benefits the patient with 
intractable pain in two ways: (1) It alters his pain 
pattern and his appreciation of pain; and (2) It 
would seem that the greatest value of this procedure 
lies more in the alteration of the patient’s personality 
and the consequent relief from anticipation of death 
than in the actual relief of pain. Following this pro- 
cedure, narcotics can be decreased or discontinued; 
although withdrawal symptoms occur, they are mild. 

Bilateral prefrontal lobotomy almost always pro- 
duces quite a striking change in the patient’s person- 
ality. There is a peculiar apathy, and normal human 
qualities of compassion, restraint, and moral values 
are blunted. It has been said that ‘the patient has lost 
his soul,” but this may be preferable to entrapment by 
intolerable pain and drug addiction. On the other 
hand, these effects sometimes complicate rather than 
simplify management of these patients. Moreover, it 
is not unusual for pain to return with passage of 
time. 

In view of these serious disadvantages, prefrontal 
lobotomy should not be considered for conditions 
that can be taken care of adequately with a properly 
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executed chordotomy, rhizotomy, or sympathectomy. 
It should be reserved for patients with severe pain in 
whom other measures have failed or cannot be tried. 
Since unilateral lobotomy is followed by fewer unde- 
sirable effects, it is best to perform the operation on 
one side and, if the pain returns, carry out section of 
the opposite side later. It has been noted that a two- 
stage operation relieves pain as effectively but with 
less psychic deterioration than the one-stage bilateral 
operation. 


Nerve Blocks 


In the management of patients with persistent pain, 
nerve blocks can be used as diagnostic, prognostic, 
prophylactic, or therapeutic measures. Diagnostic 
blocks are performed to secure information on the 
mechanism of pain in a particular case and to deter- 
mine pain pathways. In this way it may be used effec- 
tively to aid in differentiating diseases. Occasionally 
a block is performed to determine what the patient's 
reaction will be to a situation in which the pain path- 
way may be interrupted. Because of its reversible ac- 
tion, this method is useful to predict the effects of 
surgical section and thus facilitate proper selection 
of patients for neurosurgery. Moreover, such prog- 
nostic blocks afford the patient an opportunity to 
experience the numbness and other effects that follow 
interruption of somatic pathways. 

Beneficial therapeutic effects of nerve blocks are 
brought about by interruption of pain pathways, inter- 
ruption of abnormal reflex phenomena, and produc- 
tion of vasodilation. Analgesia consequent to inter- 
ruption of pain pathways not only affords the patient 
relief and comfort but permits application of other 
therapeutic measures which would otherwise be diffi- 
cult or even impossible to use. Furthermore, analgesia 
allows time for more adequate preparation of the pa- 
tient prior to surgical operations. Temporary block 
of abnormal reflex phenomena can produce prolonged 
benefit by breaking up the so-called vicious circle of 
a number of painful disorders. In conditions such as 
reflex sympathetic dystrophy and post-traumatic vaso- 
spastic disorders, an abnormal number of afferent im- 
pulses originating from the site of trauma or infection 
sets up an abnormal state in the spinal cord which 
spreads to involve autonomic and somatic efferent 
components, resulting in abnormal vasospasm, in- 
creased sudomotor and other sympathetic functions, 
and skeletal muscular spasm. These in turn act as a 
new source of noxious stimulus which further aggra- 
vates disturbance in the spinal cord, thus setting up a 
vicious circle. Interruption of the vicious circle any- 
where along its course with local anesthetics frequent- 
ly is followed by improvement which outlasts the 
block by hours and even days. 

In general, temporary blocks are produced by aque- 


ous solutions of local anesthetics and are used for 
diagnosis, prognosis, and prophylaxis and also for 
therapy of certain self-limiting diseases and reflex 
disturbances. Prolonged blocks are produced by in- 
jecting neurolytic agents such as phenol and alcohol 
and are usually reserved to control severe, intractable 
pain in patients in whom neurosurgical interruption 
is not feasible or who refuse operation. 

Any peripheral nerve—whether cranial, spinal, or 
autonomic—can be approached with a needle so its 
function is suspended. Moreover, the interruption 
can be effected at various sites along the course of 
the nerves. Proper decision as to the optimal site of 
injection in a particular case requires thorough knowl- 
edge of the anatomy of the involved pathways and 
also of the mechanism producing the pain. All nerve 
block technics are useful and have their own peculiar 
indications and disadvantages. 

Local Block. Physicochemical interruption of sen- 
sory pathways may be produced at their endings in 
the periphery by infiltration or topical application of 
local anesthetic agents. This method is particularly 
useful in painful states indicated or perpetuated by 
so-called trigger areas in somatic structures. These 
trigger areas develop consequent to accidental or 
surgical trauma, infection, and other disorders and 
act as a constant focus of irritation which continuously 
bombards the central nervous system with afferent 
impulses, thus creating an abnormal state of activity 
in the internuncial centers of the spinal cord. With 
local block the vicious circle is interrupted by blocking 
the noxious impulses almost at their source. 

In most instances, injection of the focus, which not 
infrequently is situated away from the area of pain 
reference, is followed by a disappearance of pain, 
muscle spasm, and vasomotor disturbances for periods 
that are much longer than the duration of anesthesia. 
It is essential, however, that the trigger area is accu- 
rately located and injected. It is important to note that 
post-traumatic and postoperative scars may act as trig- 
ger areas even when not painful or tender. Such trig- 
ger areas may also be located in the tonsils or peri- 
dental structures. 

Local block is also useful in diagnosis and treat- 
ment of acute and chronic cutaneous and musculo- 
skeletal painful disorders such as ligamentous sprains, 
fractures, bursitis, tendinitis, epicondilitis, periarthri- 
tis, certain forms of arthritis, low back pain, acute 
torticollis, fibrositis, and a great variety of myofascial 
syndromes with trigger mechanisms such as scapulo- 
costal and scalenus anticus syndromes. 

Peripheral Somatic Nerve Block. Block of cranial 
and spinal nerves is indicated in the management of 
neuralgia, which we define as pain of any type along 
the distribution of a nerve or nerves. Since this con- 
dition is usually a symptomatic expression of neurop- 
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athy that results from inflammatory, circulatory, tox- 
ic, degenerative, metabolic, or neoplastic disturbance 
in the nerve, sensory ganglia, or central nervous sys- 
tem, it is essential that an attempt is made to eliminate 
the cause before therapeutic blocks are considered. 

Sympathetic Block. Temporary interruption of sym- 
pathetic pathways is indicated in peripheral vascular 
disease, reflex sympathetic dystrophies, and visceral 
pain. In the acute phase of these conditions, sympa- 
thetic blocks are valuable not only as diagnostic-prog- 
nostic procedures but also as definitive therapeutic 
measures. In chronic disorders, temporary sympathetic 
blocks are useful as diagnostic-prognostic procedures. 
Prolonged interruption is best effected by surgery, al- 
though in poor risk patients alcohol blocks may be 
indicated. 

Peridural Block. This procedure is one of the most 
useful technics in managing severe persistent pain of 
the trunk and lower extremities. By inserting a con- 
tinuous catheter the duration of the block can be ex- 
tended for hours, days, and weeks and thus increase 
the usefulness of this technic. Since it effects inter- 
ruption of somatic and sympathetic fibers, it may be 
used when block of both pathways is indicated, such 
as obtains in vasospasm of peripheral vascular disease, 
painful phantom limb, acute pancreatitis, biliary colic, 
acute cholecystitis, renal and ureteral colic and other 
severe visceral disorders, multiple rib fractures, and 
fractures of the spine, pelvis, and lower extremities. 
In certain patients with severe, intractable cancer pain 
involving the lower portion of the body, continuous 
peridural block for a number of days is of great value 
not only as a prognostic procedure but also as a meth- 
od of providing respite and preparing the patient for 
more radical procedure. 

Subarachnoid Block. Single dose or continuous sub- 
arachnoid block with local anesthetic agents may be 
used as diagnostic, prognostic, or therapeutic meas- 
ures in managing pain of the abdomen and lower ex- 
tremities. The indications are the same as those for 
peridural block. 

Subarachnoid alcohol block, when properly used, 
produces a chemical posterior rhizotomy which com- 
pares favorably with surgical section. It is particu- 
larly useful in relieving cancer pain caused by pres- 
sure of somatic nerve or nerve roots as produced by 
metastatic lesion of the vertebrae and tumors in the 
paravertebral regions. The duration of pain relief 
varies from several weeks to many months and some- 
times years with an average duration of three to five 
months. 


Other Methods 


A number of other procedures may be used alone 
or as adjuncts to the foregoing methods. These in- 
clude physical therapeutic procedures, radiation ther- 


apy, and the use of endocrine substances and chemo- 
therapeutic agents. Since a detailed discussion of these 
methods is beyond the scope of this paper, they are 
mentioned merely for the sake of completeness. 

Physical therapeutic procedures are frequently em- 
ployed as adjuncts to surgical, orthopedic, neuro- 
surgical, or anesthesiologic methods. The value of 
local application of heat in traumatic or inflammatory 
disorders involving bursa, joints, and bones has been 
long appreciated. This method is extremely useful in 
contusions, strains, sprains, synovitis, muscle spasm, 
arthritis, fibrositis, and a number of other musculo- 
skeletal disorders. Occasionally cold is used as an ad- 
junct in the management of pain secondary to acute 
circulatory insufficiency and that due to sprains and 
contusions and certain inflammatory disorders. The 
effectiveness of these and other physical therapeutic 
technics, including the local application of ultraviolet 
radiation, the use of ion transfer, massage, and exer- 
cise, is too well known to warrant even brief discus- 
sion. 

Roentgen therapy is occasionally employed in treat- 
ing such painful inflammatory diseases as furuncles, 
carbuncles, sinusitis, parotitis, thyroiditis, and throm- 
bophlebitis, but its value has diminished in recent 
years. Herpes zoster and various other forms of radic- 
ulitis, as well as neuritis and other neurologic disor- 
ders, are sometimes treated successfully with this form 
of therapy. Roentgen therapy has also been used in 
bursitis, peritendinitis, arthritis, periarthritis, epi- 
condylitis, and numerous other musculoskeletal dis- 
orders. 

Without doubt the greatest use of roentgen therapy 
in pain control is in patients with neoplastic diseases. 
Despite the fact that effects of radiation therapy on 
pain are often unpredictable, relief is sufficiently 
striking in many cases to warrant trial. In addition to 
producing comfort, it frequently attenuates growth 
and thus reduces toxicity and enhances systemic 
improvement with consequent gain in weight and 
strength and improvement of well-being and general 
outlook. Other palliative benefits consist of repression 
or healing of ulceration, decrease or complete con- 
trol of hemorrhage, healing of metastatic bone lesions, 
repair of certain pathologic fractures, suppression of 
cough and dyspnea in lung and mediastinal metastasis, 
retardation of localized and generalized metastasis, 
and prolongation of life. 

The patients most likely to benefit from roentgen 
therapy include those with metastasis to bones from 
tumors of the glandular organs, particularly those 
from the breast, lung, kidney, thyroid, testis, or uterus. 
Roentgen therapy also helps some patients with pul- 
monary metastasis from seminoma, with hilar metas- 
tasis, with solitary metastasis to the lung, with car- 
cinomatous pleurisy, and with metastasis to the skin. 
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Occasionally the pain of liver metastasis can be re- 
lieved with x-ray therapy. Pain due to inoperable car- 
cinoma of the cervix, urinary bladder, kidney, or lung 
(particularly pulmonary sulcus tumor), and pain due 
to Ewing’s tumor can be relieved with roentgen ther- 
apy. With some of these lesions roentgen therapy is 
combined with either surgery or endocrine therapy. If 
pain is so severe that radiation therapy is difficult, a 
preliminary nerve block of the painful site will afford 
sufficient relief to facilitate x-ray treatment. 

The value of corticoids, cortisone, hydrocortisone, 
ACTH, and other steroid compounds in the control 
of pain associated with arthritis, bursitis, and various 
other musculoskeletal disorders is too well known to 
warrant further discussion. The same may be said of 
phenylbutozone. Steroids also are useful in treating 
multiple myeloma of the bone. Certain endocrine 
substances effectively relieve pain in some patients 
with cancer. Androgens and estrogens, in breast can- 
cer, and estrogens in cancer of the prostate, are known 
to cause regression of the tumor and dramatic relief 
of pain. Nitrogen mustards have been helpful in cer- 
tain lymphoid neoplasms, particularly Hodgkin’s dis- 
ease, lymphosarcoma, and leukemia. Some cases of 
thyroid metastasis have been successfully treated with 
radioactive iodine, and recently radioactive iron has 
proved effective in treatment of cancer of the prostate. 
Castration, effected either by surgical removal or by 
radiation therapy, has proved effective in causing re- 
gression of advanced breast cancer and cancer of the 
prostate. These procedures not only cause the pri- 
mary cancer to regress but frequently cause metastatic 
lesions to decrease or completely disappear, with 
consequent dramatic relief of pain and general im- 
provement of the patient. Whenever these agents are 
indicated, they should be used early before resorting 
to continuous narcotic therapy or neurosurgery. Also 
if the pain warrants it, analgesic blocks may be used 
as palliative measures during the course of endocrine 
therapy. 


Summary 


Although analgesic agents, particularly narcotics, 
are the most commonly employed form of therapy, it 
is necessary that they be used with discretion because 
they produce undesirable side effects. It is best to em- 


ploy this group of drugs in patients in whom other 
methods have failed or are not feasible. 

For patients having severe intractable pain and who 
are still in fairly good health, prolonged relief should 
be provided by neurosurgical operations. These in- 
clude peripheral neurotomy, rhizotomy, sympathec- 
tomy, chordotomy, and prefrontal lobotomy. Each of 
these technics has specific indications and should be 
selected with care in order to provide optimal results. 

In patients in whom interruption of pain pathways 
is indicated and who are in poor physical condition, 
nerve block should be considered. This is an effective 
method of sectioning pain pathways and when proper- 
ly applied offers certain advantages not to be had with 
other methods. They may be used as diagnostic, prog- 
nostic, prophylactic, or therapeutic measures. Since 
almost any nerve in the body can be interrupted, it is 
necessary to select the procedure which will provide 
optimal relief. 

In addition to the foregoing there are a number of 
other procedures which may be used as adjuncts. 
These include physical therapy, roentgen therapy, and 
the use of endocrine and chemotherapeutic agents. All 
patients with severe, chronic pain require psychologic 
and physiologic support. In some patients the pain is 
related to personality factors and requires psychiatric 
treatment. 
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Esophageal Atresia 


Report of Successfully Treated Surgical Case 


in a Premature Infant 


CALVIN R. OPENSHAW, M.D.; ROBERT N. SHEARS, M.D., 


and JOYCE SUMNER, M.D., Hutchinson 


Esophageal atresia with tracheoesophageal fistula 
remains one of the most challenging and frustrating 
surgical problems encountered in the first hours of 
life. Particularly is this so when prematurity further 
complicates the picture. 

That primary reconstruction is the treatment of 
choice has become accepted in recent years. However, 
the mortality rate remains high, and Gross! has te- 
cently advocated temporizing by performing simple 
ligation of the fistula and feeding gastrostomy with 
prematures under five pounds of body weight. After 
sufficient gain in weight and development has taken 
place, he carries out a secondary repair. While success- 
ful in his hands, this program poses the risk of liga- 
ture cut-through and necessitates a second thoracotomy 
in the early weeks of life. 

The outlook for a premature with such a grave 
anomaly is certainly ominous, regardless of what is 
done. Despite efforts to alert nursery personnel, both 
nursing and medical, to the necessity of early detec- 
tion and treatment, one often finds that the infant has 
his lungs full of formula by the time a diagnosis is 
made. 

It is the purpose of this report to describe a suc- 
cessful primary repair of esophageal atresia with tra- 
cheoesophageal fistula occurring in a premature infant 
of 3 pounds, 12 ounces birth weight, and to discuss 
some of the factors felt to be important in the success- 
ful result. 


Case Report 


A: premature female infant of estimated 31- or 32- 
week gestation was delivered without incident other 
than for a comment by the attending obstetrician that 
placental dysfunction appeared to have caused pre- 
mature labor. The infant cried fairly vigorously and 
showed good color, but she weighed only 3 pounds, 
12 ounces. 

During the first 24 hours of her life, glucose water 
was offered and was promptly regurgitated, with some 
coughing and cyanosis. Esophageal atresia was sus- 
pected, and a polyethylene catheter was passed. The 


_ Case report from St. Elizabeth's Mercy Hospital, Hutch- 
inson. 


tube seemed to pass freely into the stomach, and irri- 
gation with sodium bicarbonate solution was accom- 
plished without further incident. (In retrospect, the 
polyethylene tube must have curled up in the proxi- 
mal esophageal segment.) 


A case of esophageal atresia with tra- 
cheoesophageal fistula in a 3-pound 12- 
ounce premature infant, successfully 
treated by primary surgical reconstruc- 
tion, is reported. Factors leading to the 
successful outcome are enumerated and 
discussed. A plea is set forth for con- 
tinued diligence and a high index of 
diagnostic suspicion in those dealing with 
newborns, so that these cases may be 
detected and brought to surgery be- 
fore gross pulmonary contamination has 
occurred. 


Glucose water was again offered with similar re- 
sults, so a Number 9 French soft catheter was passed 
on the second day of life. This time the obstruction 
was apparent, but in view of the initial experience, 
Opaque contrast medium was injected and x-rays were 
obtained (Figure 1). The blind pouch was clearly out- 


Figure 1. Pre-operative x-ray study showing blind 
esophageal pouch and air in stomach. 
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lined and the presence of air in the stomach was veri- 
fied. It was then possible to remove the contrast medi- 
um by suction before further aspiration occurred. Ex- 
amination of the infant at this time showed the color 
and general vigor to be still satisfactory, but a moder- 
ate number of coarse sibilant rales could be heard in 
both bases. 

A period of preparation was embarked upon. The 
infant was propped in a sitting position and constant 
gentle suction was applied to the proximal esophageal 
pouch. Supersaturated moist atmosphere was provided 
in an Isolette, and 40 per cent oxygen was adminis- 
tered. Intramuscular chloramphenicol and tetracycline 
were begun, with maintenance amounts of fluid given 
subcutaneously. Blood was typed and cross-matched 
and an intravenous cutdown was prepared. Over the 
next 18 hours, the rales which had been heard at the 
bases practically disappeared. 

Thoracotomy was then carried out, using nitrous 
oxide-oxygen anesthesia with curare and endotracheal 
intubation with a tube made of polyethylene. The 
azygos vein was divided and the proximal pouch 
mobilized. The lower segment was then developed 
and the tracheoesophageal fistula was closed with in- 
terrupted 5-0 silk sutures. It was then possible to 
bring the two segments together without tension and 
to carry out a two-layer anastomosis over a polyethyl- 
ene tube, again using 5-0 silk. One end of the tube 
was brought out through the mouth and the other 
passed down into the stomach prior to completing 
the anastomosis. The chest was closed with a Number 
18 French intercostal catheter in place for drainage by 
gentle negative pressure. Approximately 55 cc. of 
blood was lost and 75 cc. was given by transfusion. 
The necessity of re-expanding the right lung at fre- 
quent intervals because of hypoxia prolonged the op- 
erating time to some four hours. Despite the dangers 
of such pressures, it was often necessary to exert up 
to 50 mm. of mercury pressure on the anesthesia bag 
in order to inflate the lung. 

At the close of the operation, the rectal tempera- 
ture read 92° Fahrenheit, although the infant still 
exhibited feeble spontaneous respiratory efforts. It 
was felt that the hypothermia, while unintentional, 
was advantageous in many respects. Rewarming by 
immersion was carried out, and a rectal temperature 
of 97° Fahrenheit was gradually achieved over 1!/, 
hours. Respiratory efforts gradually improved, but as- 
sisted respiration was carried out for four hours post- 
operatively. Extubation was then done and the infant 
was replaced in the Isolette, where 40 per cent oxygen 
and 100 per cent humidity were again employed. The 
sitting posture was resumed and continuous suction 
to the pharynx was again instituted. For 24 hours 


small amounts of saliva were suctioned, but then the 


saliva seemed to pass down the esophagus without 
difficulty. For 36 hours postoperatively small amounts 
of additional blood and fluid were given through the 
vein cutdown. Then 5 per cent glucose water, one 
ounce every three hours, was started down the in- 
dwelling gastric tube. The infant managed to dislodge 
the cutdown tubing soon thereafter, and all subse- 
quent fluids were given through the gastric tube. 

On two occasions severe cyanosis occurred, but was 
quickly reversed by removing thick mucoid secretions 
from the pharynx by suction. Postoperative x-rays of 
the chest showed good aeration and minimal evidence 
of pneumonitis. The rectal temperature remained sta- 
ble below 101° Fahrenheit, and drainage from the 
intercostal tube was nil. 

After the 48th postoperative hour, the infant began 
to cry much more vigorously and was placated only 
by the introduction of Olac formula through the gas- 
tric tube. Feedings of 5 cc. of 1:3 dilution were used 
initially and rapidly increased as it became apparent 
that the infant’s appetite far exceeded this amount. 
By the seventh postoperative day, 21/, ounces of 1:2 
dilution were being given every three hours. At that 
time the infant succeeded in pulling out the polyethyl- 
ene gastric tube. As a test of swallowing function, 
glucose water was again offered in a regular nursing 
bottle and was freely swallowed. Regular formula 
feedings were then resumed and continued with no 
untoward effects. From this time on the infant gained 
rapidly in weight; on dismissal three weeks later she 
weighed 6 pounds, 11/, ounces. 

Prior to dismissal, a thin barium swallow was giv- 
en, which demonstrated considerable narrowing at the 


Figure 2. Postoperative barium study showing narrow- 
ing at the site of the anastomosis. 
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site of anastomosis (Figure 2), but since no regurgi- 
tation had occurred, consideration of dilatation was 
deferred. Except for an occasional brassy cough and 
a voracious appetite, the child seemed perfectly nor- 
mal at the time of dismissal. 


Comment 


Although much has been written about the early 
detection of esophageal atresia, it cannot be empha- 
sized too strongly that a high index of suspicion must 
be exercised toward any regurgitating newborn. The 
presence of even minute amounts of milk formula in 
the lungs increases the mortality rate in geometric pro- 
portion to the amount aspirated. In this instance, 
opaque contrast medium was used for diagnostic pur- 
poses, but such techniques certainly add to the hazards 
of aspiration and are not recommended. A film show- 
ing a radiopaque rubber catheter folded upon itself 
near the aortic arch and air in the stomach is all that 
is required for a presumptive diagnosis of esophageal 
atresia with tracheoesophageal fistula. 

In the surgical management of prematures, team- 
work is of the essence. The assistance of a pediatrician 
in the operating room is mandatory for the manage- 
ment of fluid and blood administration, close obser- 
vation of body temperature and pulse, and generally 
to augment the functions of the anesthesiologist, 
whose hands are full maintaining adequate ventila- 
tion. Training in pediatric dosology and physiology 
are essential in this regard. Careful planning of tech- 
niques and a discussion of anticipated problems 
among the members of the team will smooth out many 
otherwise awkward moments. 

Accurate estimates of blood loss must be kept by 
the gravimetric method. Each individual sponge 
should be weighed as discarded. Discrepancies of as 
little as 10 cc. of blood replacement can be critical in 
patients of such small body mass. 

Lack of tension at the anastomotic site must be in- 
sisted upon, and this can usually be achieved by ade- 
quate mobilization of both esophageal segments. In 
so doing, the need for particular care in separating the 
membranous portion of the trachea from the proximal 
pouch deserves special emphasis. 

The routine use of tracheostomy has been advo- 
cated. The possibility was considered in this case, and 
it might have avoided some of the airway difficulties 
encountered in the early postoperative period. How- 
ever, it is our feeling that tracheostomy would have 
considerably complicated postoperative nursing care 


in a hospital which is without a medical house staff 
and where tracheostomy is a rare and perhaps poorly 
understood nursing problem. Furthermore, the in- 
creased hazard of pulmonary infection resulting from 
introduction of pathogenic organisms on the suction 
catheter is not to be gainsaid. The use of an endo- 
tracheal tube made of polyethylene rather than rub- 
ber was undoubtedly the major reason for the sparsity 
of tracheobronchial secretions seen postoperatively. 

Concomitant gastrostomy is used routinely by many 
authorities and had been planned in this case. By the 
time the chest was closed, however, the operating time 
had exceeded four hours, the rectal temperature was 
dropping rapidly, and it was felt that the infant 
would not survive further prolongation of the oper- 
ative procedure. Should it have proved necessary, it 
would have been tolerated much better some 48 hours 
later. 

The restriction of intravenous fluids to minimal 
amounts was felt to be a vital point in postoperative 
management. This factor has been repeatedly stressed 
in publications on surgery of prematures and will not 
be further labored. 

The 18-hour period of pre-operative preparation 
was felt to be most important in this patient, as evi- 
denced by the clearing of pulmonary basilar rales. No 
rales of any consequence were heard in the lungs post- 
operatively. 


Conclusions 


In dealing with esophageal atresia, it is the treat- 
ment of choice to correct the entire anomaly at the 
first operative procedure, if this is at all possible. Pre- 
maturity naturally adds much to an already severe op- 
erative risk, but if the infant exhibits good vitality 
(admittedly a difficult factor to assess) and can be 
approached surgically before overwhelming pulmo- 
nary contamination has occurred, a successful outcome 
may sometimes be achieved. It is with this in mind 
that obstetricians and pediatricians are urged to main- 
tain a high index of suspicion when confronted with 
a regurgitating newborn. 

415 West Second Avenue 
Hutchinson, Kansas 
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Delayed Cystography 


A Valuable Diagnostic Tool 


WILLIAM H. BROWNING, M.D.; D. CRAMER REED, M.D., 


and HAROLD O’DONNELL, M.D., Wichita 


Introduction 


The program of urologic investigation in children 
has in the past been much the same as that used in the 
study of adults. The urine has been studied, pyelog- 
raphy has been performed, either excretory or retro- 
gtade, and cystoscopy has been done. To this schedule 
there must now be added another essential examina- 
tion. That examination, brought to our attention by 
Stewart in 1953 and termed by him at that time as 
delayed cystography, has done much to change our 
concepts of lower urinary tract disease in children and 
has led to improved methods of management. 


Definition and Methods 


Delayed cystography, also spoken of as retrograde 
cystography, is a specific test for vesicoureteral reflux 
and consists of two parts. The first component is x-ray 
visualization of the urinary bladder and kidney areas 
at intervals after the introduction of opaque medium 
into the bladder. The second component is x-ray vis- 
ualization of the same areas during the act of micturi- 
tion of the medium or immedately thereafter. 

Our method has been to introduce by gravity 
through a catheter into the bladder a quantity of 
medium consistent with comfort but providing ade- 
quate filling of the bladder. Over-distention of the 
bladder should be avoided. Since the medium may 
remain in the bladder for 90 minutes or longer, the 
physician should remember to leave sufficient space 
for an additional natural increment of urine. The 
medium which we have employed has been 20 per 
cent urokon. 

Exposures of films for the delayed cystogram series 
are made at intervals of 15 to 30 minutes, until 90 
minutes have elapsed or until visualization of reflux 
has taken place. Reflux has made its appearance at a 
later time than 90 minutes, but one and one-half 
hours .is practical’ time to stop the series. At this 
point the child is urged (more often allowed!) to 
void; and a film is exposed during the act of micturi- 
tion. A last film, the post-voiding film, is taken im- 
mediately following the act of micturition. For the 
child who is quite small or who is unable to cooper- 
ate, the voiding cystogram is dispensed with; in such 
ia case great care is taken to obtain an immediate post- 
voiding film. 
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Presentation of Cases 


Two cases are selected to illustrate the type of ad- 
ditional information which may be obtained by this 
method of study. 

Case 1, B. T., a 12-month-old female child, was 
seen at the St. Joseph Hospital, July 3, 1956, with 
the chief complaint of recurrent pyuria. The child had 
been extremely ill with chills and fever on three oc- 
casions. The catheterized urine specimen showed in- 
numerable pus cells. The urine culture was positive 
for E. coli and Aer. aerogenes. An excretory urogram 


Delayed cystography is a simple diag- 
nostic procedure which is valuable in 
demonstrating certain conditions which 
other urographic procedures may fail 
to reveal. 


indicated that there was good renal function bilateral- 
ly; moderate widening of the left ureter was present 
and there was Grade I pyelocaliectasis on the left 
(Figure 1, A). Repeated residual urine determina- 
tions varied from as little as a few drops to as much 
as 30 cc. Cystoscopy did not reveal any abnormality 
within the bladder, and no obstructive deformity was 
noted at the bladder neck. 

A delayed cystogram was made. The 30-minute film 
(Figure 1, B) showed reflux on the left, amounting 
to massive proportions. The delayed cystogram clearly 
indicated the true extent of the condition and the 
need for remedial plastic surgery. 

Case 2, J. S., a boy aged 8, was first seen on Feb- 
tuaty 27, 1958. The history was given that urinary 
infections had recurred three times in the previous 10 
months. A persistent pyuria was present. 

An excretory urogram (Figure 2, A) had been 
made by the referring pediatrician. Quite properly at- 
tention had been directed to the left ureteropelvic 
junction, and the child was referred with the diag- 
nosis of congenital left ureteropelvic junction obstruc- 
tion. 

Cystoscopy was performed and there was equivocal 
evidence of bladder neck obstruction. There was 
marked bas fond formation, and a large mouthed 
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Figure i, Case 1. A, at left, excretory urogram showing minimal pyelocaliectasis on the left and moderate widen- 
ing of the left ureter. B, at right, the delayed cystogram, 30-minute film, demonstrating the actually massive dilata- 
tion of the left upper urinary tract. 


at 


Figure 2, Case 2. A, at left, excretory urogram indicating the problem to be one of left ureteropelvic junction ob- 
‘struction. B, at right, voiding cystogram demonstrating bilateral vesicoureteral reflux, irregular widening of each 
‘ureter, and moderate bilateral pyelectasis. 
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vesical diverticulum was present on the left side of 
the bladder; however, there was no trabeculation. 

Residual urine determinations varied between 15 
cc. and 45 cc. A cystometrogram was normal. 

A delayed cystogram showed no reflux in any film 
up to the 90 minute film. However, the voiding cys- 
togram (Figure 2, B) showed reflux of the dye up to 
both kidneys and dilated tortuous ureters. This film 
demonstrated the basic pathologic lesion to be at the 
vesical neck rather than at the left ureteropelvic junc- 
tion. 


Discussion 


Vesicoureteral reflux does not occur in the normal 
urinary tract, according to Stewart.? Retrograde cystog- 
raphy was reported by Burns to be the most helpful 
of all urographic procedures in the study of vesical 
neck obstruction in children.* 

Our experience has borne out the fact of the fre- 
quently reported inadequacy of excretory urograms 
in evaluating the extent of damage to the upper 
urinary tract in cases of bladder neck obstruction. 
Furthermore, we have corroborated the findings of 
others that upper urinary tract changes may exist in 
such cases although the excretory urograms are con- 
sidered normal. Employing retrograde cystography 
routinely, St. Martin, Campbell, and Pesquier* found 
that 78.5 per cent of their cases with serious vesicoure- 
teral reflux were considered to have normal pyelo- 
grams. 

Delayed and voiding cystography is not only help- 
ful in studying the upper urinary tract and detecting 
vesicoureteral reflux, it also gives information as to 
bladder contour and the presence or absence of resid- 
ual urine. One cannot answer the question as to the 
presence of residual urine by simply passing a catheter 
following the patient’s voiding. Due to vesicoureteral 
reflux, there may be a regurgitation of an ounce or 
more of urine to the upper urinary tract. In such a 
case, catheterization may show the bladder to be 


empty, and a serious situation will have remained un- 
detected. In this instance the patient ‘‘voided’’ the 
residual urine into the upper tract. 

In the past much has been said as to the force and 
size of the child’s stream. It has been considered that 
a forceful stream of good size was evidence that all 
was well at the vesical neck. Our experience, and that 


of others, has shown that such visual evidence is not 


entirely reliable. 

Treatment of bladder neck obstruction in children 
is not within the scope of this paper. More adequate 
treatment is being developed, largely as a result of 
better understanding of bladder and ureteral physiol- 
ogy. That there is good treatment for these children 
is not enough; early diagnosis of the disease process 
must be accomplished before irreparable damage to 
the upper urinary tract has taken place. Vesical neck 
obstruction in children is not a rare lesion. With an 
apparently ever expanding pediatric population, a 
watchfulness for the disease seems indicated. 


Conclusions 


Delayed and voiding cystography is a simple pro- 
cedure. Such retrograde cystography is a necessary 
part of every pediatric urologic investigation. Retro- 
grade cystography can give vital information which 
is not obtainable in any other manner. This examina- 
tion does not displace other forms of urography; 
rather, it is an additional tool of examination. 


427 North Hillside 
Wichita, Kansas 
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those homes. 


Americans haye a tendency to operate on a frontier theory when the 
frontier has long since ceased to exist. In contrast, virtually all the European 
countries have deliberately conserved and ufilized their land. . . . During the 
next 10 years we will need at least 3,000,000 acres for homes alone, and at 
least that many more acres for the facilities and roads which should service 


—Nels Severin 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
MARCH 2, 3, 4 and 5, 1959 
Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 
both general practitioner and specialist 


Panels on Timely Topics Teaching Demonstrations 
Medical Color Telecasts Instructional Courses 
Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinical Conference should be a MUST 
on the calendar of every physician. Plan now to attend and make your reser- 
vation at the Palmer House. 


Financing Your New Clinic Building 


Early in your planning for your new clinic or medical practice building, you will meet 
the question of financing its construction. 


We would like to suggest a consultation with the Mortgage Loan Department of 
Farmers & Bankers Life. Over the past twenty years we have made a number of first 
mortgage loans to doctors throughout the state, for the construction of their own clinic 
or office buildings. 


Ours is a Kansas-incorporated company which has been in business for 47 years, with 
home offices in Wichita and assets currently exceeding $44 millions. We shall welcome 
an opportunity to take part in your planning — in strictest confidence and without 
obligation to you. 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE, WICHITA 


Mortgage Loan Department 
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HEMATOLOGY: THROMBOSIS, 
EMBOLIZATION AND FIBRINOLYSIS 
February 16 and 17, 1959 


Guest Instructors: 

MARIO STEFANINI, M.D., Tufts University 

RICHARD W. ZOLLINGER, M.D., Ohio State University 

Fee—$30.00 

PERIPHERAL VASCULAR DISEASE 
February 18 and 19, 1959 


Guest Instructors: 

GEORGE E. BURCH, M.D., Tulane University 

MICHAEL E. DE BAKEY, M.D., Baylor University 
EDGAR A. HINES, JR., M.D., The Mayo Foundation 
TRAVIS WINSOR, M.D., University of Southern California 


Fee—$30.00 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 


THE HEART: ELECTROCARDIOGRAPHY 
February 23 and 24, 1959 


Guest Instructors: 

ENRIQUE CABRERA, M.D., National Institute of Cardi- 
ology, Mexico City 

HERMAN K. HELLERSTEIN, M.D., Western Reserve Uni- 
versi 


J. WILLIS HURST, M.D., Emory University 
Fee—$30.00 
NEUROLOGY AND NEUROSURGERY 
February 25 and 26, 1959 


Guest Instructors: 

ARNOLD P. FRIEDMAN, M.D., Columbia University 
CARL M. PEARSON, M.D., University of California 
FRED PLUM, M.D., University of Washington 
RICHARD C. SCHNEIDER, M.D., University of Michigan 


Fee—$30.00 


DEPARTMENT OF POSTGRADUATE MEDICAL EDUCATION 


University of Kansas Medical Center 
Kansas City 12, Kansas 


Continuation Center and 
Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 
Kansas City, Kansas 


TA 2-5252 Extension 450 


invite you to make use of the facilities of the Continuation Center and 

Student Union Building (The Student Center) at any time you are in the 

Kansas City area—for professional training, for business, for pleasure. 

All-weather tunnels connect all buildings at the University of Kansas Medi- 

cal Center. 

* Studio-type guest rooms with twin 
beds, shower and tub are spacious 
and beautifully decorated. 

* Air conditioning 


* 24-hour desk service 

* Free parking 

* Telephone service 
Rates: Single $5.50, Double $8.50 
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“After some consideration of the various subjects 
of interest to the practical surgeon, your committee 
are of the opinion that the medico-legal subject of 
malpractice deserves, as much as any other, the at- 
tention of those of the medical profession who prac- 
tice surgery . . . they trust that the increasing im- 
portance to the surgeon, its intimate connection with 
his every-day practice, the responsible and precarious 
position in which he is placed, and the facility with 
which the earnings of a lifetime may be swept from 
him for the most trivial and unavoidable cause, are 
sufficient reasons for the feeble efforts of your com- 
mittee to try and awaken at least an interest in this 
matter. So liable is he who practices surgery to be 
called upon to defend his practice and his property 
against suits for alleged malpractice, that many of 
the most worthy members of the profession give up 
entirely the practice of surgery and devote their 
whole attention to other branches of the profession, 
not being willing to endanger their reputation and 
property, if fortunate enough to have any, by fol- 
lowing a business, which, without any such risk, is 
one of poor compensation. . . . 

“In cases of alleged malpractice the general rule 
is to charge the surgeon with wnskillful treatment 
and negligence. The first will be very hard to rem- 
edy, for it would perhaps be impossible with any 
standard of medical education to make all practi- 
tioners skillful surgeons; but the second charge can, 
as a general rule, and ought to invariably be avoided. 
There is no good reason for negligence and careless- 
ness, and if all those who practice surgery would 
attend their cases with that care and diligence which 
their patients have a right to demand, the cases of 
alleged malpractice, in the opinion of your com- 
mittee, would not be one-half as numerous as at 
present, and the prejudice existing in the public 
mind to a great extent removed; the feeling of a 
patient towards his surgeon, in case of failure, would 
be more lenient, and it would be less difficult to mete 
out justice to those that really deserve punishment; 
in fact it would, to a very great extent, remedy the 
evil under which our profession is now laboring. As 
a general rule, the injustice done to any profession 
is caused directly or indirectly by the profession it- 


self. If all members of ovr profession do their duty 
to the best of their ability and in a manner that mat- 
ters of life and health demand, there is no doubt 
but it would rise far above its present position in 
the estimation of the people, and be protected to 
that extent it deserves by the law and the courts, not- 
withstanding the parasitic burden it ever has to carry 
in the shape of charlatanism and quackery. 

“The law very justly requires necessary diligence 
and carefulness but does not require extraordinary 
skill. If it did, very few practitioners of medicine 
would be at all justifiable in attempting to practice 
surgery. Even he who when commencing practice 
has the best knowledge of anatomy and all that is 
generally learned in college and hospitals of the 
principles of surgery, finds after a few years prac- 
tice in a town or county where there is but little 
surgery, that, for the want of experience, he becomes 
‘rusty —awkward with the knife because he seldom 
uses it—has not that confidence in himself that a 
surgeon should have when called upon to treat a 
difficult case of fracture—because his general know]- 
edge of fractures teaches him the uncertainty of 
complete success, and his own practice and observa- 
tions have been too limited to form with certainty 
a prognosis in the case. And when in the course of 
several years practice, perhaps, he is called upon to 
treat a dislocation, although he may have been 
thoroughly posted as to the number and kind of dis- 
locations laid down in the books, and all the differ- 
ences between dislocations and fractures of the necks 
of the bones, yet he is in doubt as to the real nature 
of his case. Not for the want of anatomical or 
surgical knowledge, but for the want of just what 
cannot be obtained in an ordinary practice—experi- 
ence. Hence we have no great surgeons, because we 
have no experienced surgeons, outside of large cities, 
hospitals, and armies. Yet, as a general rule, all men 
who practice medicine in this country practice sur- 
gery also, and if they exhibit an ordinary amount of 
skill, such skill as is usual among ordinary practi- 
tioners, it is very justly all the law requires.” 

Our present-day problems are not all new. These 
statements are from the report of the Committee on 
Surgery of the Kansas Medical Society, 1867.—O.R.C. 
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PRESIDENT’S PAGE 


Dear Doctor: 

Health care for the increased population of aged persons has become foremost 
among the problems facing medicine today. This was evident at the clinical session 
of the A.M.A., recently held in Minneapolis, where a large proportion of the activ- 
ities revolved around that theme. The House of Delegates of the A.M.A. requested 
each state medical society to engage actively in the exploration of this subject toward 
a possible solution that may be acceptable to the medical profession and to the public. 

The Kansas Medical Society has already evolved, in outline form, a program that 
might accompiish this end. It was explored by the Executive Committee and subse- 
quently approved by the Council. Details are now being worked out through repeated 
conferences with both Blue Shield and commercial insurance companies. The ideas 
have been presented to a number of neighboring state medical societies for their advice 
and assistance. As soon as concrete proposals can be established, the Kansas Medical 
Society will be fully informed. For now let me suggest the philosophy upon which 
the Kansas Plan is based. We shall be most grateful for your comments and sugges- 
tions. 

When government assumes the obligation for health care over a segment of the 
population, there is a difference between a program in which government supplies or 
purchases this care. A second difference lies between the utilization of existing serv- 
ices for the establishment of a new program and the formation of new offices to per- 
form a task that might be done by an already established agency. A third philosophical 
distinction can be drawn between a program wherein an entire category of the popula- 
tion is swept into a project, regardless of necessity, and a program in which benefits 
are disbursed according to need. 

If voluntary health care can be purchased, not supplied by the government; if 
existing private agencies can be utilized and extended; if assistance in the prepayment 
of health care can be rendered according to the need for such assistance; and finally, 
if professional services can be rendered without loss of dignity, while preserving the 
private patient-physician relationship, it is our belief that governmental subsidies might 
be utilized as an aid in the solution of this problem. That, in its briefest form, is the 
foundation upon which the Kansas Plan is being designed. 


Very sincerely, 
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EDITORIAL COMMENT 


1859-1959 


For this, the centennial year of the Kansas Medical 
Society, the JOURNAL has chosen a cover that is in 
harmony with our past—rich, colorful, and symbolic 
of value. 

There could be no substitute for a golden color. 
Throughout recorded history, because gold itself has 
been precious, its hue has been indicative of power, 
prestige, accomplishment and recognition. The Kansas 
Medical Society has power and prestige, can number 
countless accomplishments, and, in modesty, appre- 
ciates the recognition it has received. The color for 
the anniversary year cover was not in doubt—it had 
to be gold. 

In considering style, the Editorial Board found 
itself reluctant to make changes, so it authorized 
only the addition of the words ‘i859-1959, 100 
Years of Service” to the existing cover plates. The 
traditional old-fashioned stethoscope, long familiar to 
JOURNAL readers, and the usual typography were 
retained. 

With this start for the momentous year the JOURNAL 
—only half as old as the Society—wishes the parent 
organization a successful and productive year in 
1959 as the start of a second century of service to 
Kansans. 


The Centennial 


This is the beginning of the centennial year. On 
February 10 the charter issued by the Territorial 
Legislature will be 100 years of age and the Kansas 
Medical Society which was given “perpetual succes- 
sion forever’ will have survived its first century. 

The centennial will be commemorated from now 
until the close of the annual session, to be held in 
Topeka, May 4-6, 1959. A special program based 
on a frontier theme is expanded to such magnitude 
that the meeting will take place at the Fairgrounds. 
It is not too early to make reservations for the most 
ambitious meeting this Society has ever held. 

The centennial will be celebrated principally for 
the public benefit, however. Many events for public 
participation have been planned, some of which are 
recommended as county society activities. 

It is hoped each society will, between now and May, 
perform at least one public service project of its 
own selection which will be a centennial com- 
memoration. It can be directed into a variety of fields 
such as screening surveys, immunizations, public 
information meetings, health programs for schools, 


sponsorship of a campaign for worthwhile health 
activity, or many others. 

Among additional planned events is a broadened 
support of science fairs to show the youth of this 
state the value of independent scientific exploration. 
A science fair is not significant for the contributions 
that are made nor because of the exhibit but for the 
fact that there has been individual curiosity sufficient 
for the student to experiment with the problem. It 
represents to the student not only the thrill of a 
discovery which in itself is worthwhile but it ac- 
quaints him with the scientific approach toward 
learning. 

A Hall of Health filled with educational exhibits for 
the public will be open at the Fairgrounds in Topeka 
for two weeks or longer immediately prior to the 
annual session. Many professional societies, schools, 
hospitals, governmental and lay health agencies are 
contributing educational exhibits for this occasion. 
Schools will be invited to attend, and a serious at- 
tempt will be made to have a physician, preferably 
from the home town area, present whenever an 
organized group schedules a tour. This also is a public 
service project commemorating the centennial. 

Already written, with the cooperation of the Com- 
mittee on History, is a book, A Century of Medicine 
in Kansas. An increase of $5.00 in the dues for this 
one year will make it possible for each member of 
the Society to have a permanent copy of his own. 
The committee is impressed with the quality of the 
writing and recommends it for personal reading as 
well as for gift purchases. 

The Nationa! Rural Health Conference, to be held 
in Wichita, March 5-7, 1959, is also a part of the 
Society’s centennial celebration. This event of national 
significance will concentrate on problems of health 
peculiar to rural areas, and the part Kansas has played 
in achievements along this line will be much in evi- 
dence. It is hoped many Kansas physicians will attend 
to show medicine’s support of this project and to 
actively participate during the planned discussion 
periods. 

Increased activity is planned along lines of public 
information through the press, radio, and television 
as a further means of celebrating the centennial of 
this Society. In truth this celebration will consist of 
a brief pause for reflection upon past achievements 
and then a long hard look into the future with a 
determination that the greatest advance is still to 
come. It represents an opportunity to tell the public 
what medicine has done and what lies ahead. In this 
the emphasis is not only related to the treatment of 
disease but in the recognition that economics and 
other factors are also significant problems in need of 
solution. 
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Therefore, the centennial will be an important 
period. Its purpose is to acquaint the public with the 
true aims of medicine and with the real activities 
of organized medicine. The success of this venture 
can certainly be enhanced by the active participation 
of each county society. It is hoped this may be 
accomplished. 


Medicare 


Members of the Kansas Medical Society are becom- 
ing increasingly critical over the present status of the 
Medicare program. In the interest of keeping the So- 
ciety informed, this explanation attempts to present 
two major points of view without entering into the 
validity of the arguments. 

Some officials in Washington believe the govern- 
ment can operate health programs through medical 
facilities that are already established in service areas 
more economically than through private sources. Con- 
gress became convinced of this in the Medicare venture 
after noting a sharp rise in the cost of professional 
services since its inception. For example, obstetrical 
services accounted for almost 40 per cent of all 
Medicare claims. When the program began, normal 
deliveries cost an average of $251.83. By the close of 
1957, the average was $288.45, and last year, although 
figures are not available, the charges increased sharp- 
ly again. 

Right or wrong, Congress saw costs rising above 
appropriation levels so acted to reduce participation 
by private physicians. This was much in evidence 
when Kansas negotiators worked on a new contract 
and fee schedule. One point is clear. The government 
has established to its own satisfaction that there are 
more economical means of providing health care to 
its wards than by contract with medical societies. 

The second point of view comes from the physician 
who resents government regulations and the estab- 
lishment of fees. Again, without entering the argu- 
ment, here are some facts as they relate to Kansas. 
During the first year, Kansas physicians worked on a 
fee schedule which was negotiated between this So- 
ciety and Medicare officials. Under this program each 
procedure was standardized and evaluated by agree- 
ment. 

When the new contract was discussed, Medicare 
officials were hopeful that the fee schedule might be 
abolished and that the government could pay every 
doctor his own charges for patients within the $4,500 
income category. They repeatedly expressed the phi- 
losophy that they did not wish to impose fees for 
services. They wanted to maintain the patient-physi- 
cian relationship and preserve everything in the pri- 
vate practice of medicine except that the government 


would pay the charges and of course there would be 
the inevitable paper work. 

Kansas negotiators used the Kansas Relative Value 
Scale as the basis for whatever schedule might be 
adopted. Medicare officers were immediately willing 
to set the point value at $4.00 and publish the new 
schedule. This would have reduced 10 per cent and 
raised 50 per cent of the fees of the previous schedule. 

They preferred, however, to set their maximum 
considerably above that if the Kansas Medical So- 
ciety would acquaint its members that their own indi- 
vidual charges would be paid. Should such charges 
be above the maximum, payment could still be made 
if the review committee felt the individual case justi- 
fied the extra cost or if the charge actually was the 
normal fee for private patients within that income 
level. 

The Executive Committee approved the no fee 
schedule plan because it allowed the individual physi- 
cian greater freedom under the program. It was the 
studied opinion of this group that the government 
maximum, higher than the previous schedule in all 
but seven procedures, was high enough that Kansas 
physicians should rarely meet that restriction. 

Someone was wrong. Within 30 days many Kansas 
doctors listed charges above the agreed maximum 
figure. So either the Kansas negotiators were unfa- 
miliar with the normal charges made by Kansas physi- 
cians to their private patients whose earnings are less 
than $4,500 or physicians are charging more for gov- 
ernment wards than they would for private patients. 

As stated in the beginning, this is an effort to dis- 
cuss two points of view and not intended to argue the 
validity of either. Regardless of which is correct, this 
fact is true—the private practice of medicine is now 
virtually out of the Medicare program. Many physi- 
cians will be relieved, but the consequences must not 
be ignored. The dependents of service men are still 
given health care. As they go in larger numbers to 
installations operated by the armed forces, more 
professional personnel will be required, and they can 
be obtained, until the government educates its own, 
only from private practice. 

So the problem is not an easy one. The case is not 
all black nor all white. The solution must take into 
account expediencies, and when the final answer is 
written there will be a distinct awareness that practic- 
ing medicine for the government is different from pri- 
vate practice. 


Driver error accounted for the vast majority of 
accidents last year, with excessive speeding being the 
greatest single error. A total of 13,200 died and 837,- 
000 were injured in speeding accidents alone. 
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Maternal Mortality Report 


The patient was an unmarried Spanish-American, para I, gravida II whose death was 
due, according to the certificate, to “coronary thrombosis” and “toxemia due to dead 
fetus.” The patient did not report for care until the last month of her pregnancy, and 
her mentality and language difficulty made it difficult to obtain an adequate history. 
The patient's first child had been born prematurely and died at the age of nine months. 

There was no record of a detailed examination initially, but blood pressure was noted 
to be 130/85, hemoglobin was 75 per cent and the Wassermann was negative. There 
was no record of weight but indication that it was in excess of 200 pounds. The fetal 
heart was not distinctly heard but was thought to be about 150. Recorded pelvic measure- 
ments were: interspinous 25; pubis to fifth lumbar 18.5; and bispinous 9. There were 
only two prenatal visits. 

On her estimated date of confinement, the patient presented herself at the hospital 
having contractions every 15 minutes. The membranes had ruptured previously, the 
time being unknown. Her temperature was 99.4 at that time and there was a notation 
that the pelvis seemed small. There was no edema or albuminuria. The thickness of the 
abdominal walls obscured the size of the baby and presentation. Fetal heart tones could 
not be heard. Labor progressed for some 30 hours, after which vaginal examination in- 
dicated complete dilatation of the cervix. However, the head did not descend and three 
doses of Pituitrin in amounts of 2 to 3 minims were given. This brought the head to 
the lower pelvis, but as soon as contractions softened the head retracted. An attempt 
was made to deliver the patient by forceps, but this was unsuccessful and she was returned 
to her bed. X-rays of the abdomen were obtained 36 hours later, at which time a large 
fetal head with overlapping of the cranial bones was seen and a small android pelvis 
was diagnosed. Cesarean section was then done under open drop ether anesthesia (of 
which no record was kept), and delivery of the infant was accomplished 67 hours after 
admission to the hospital. 

It was estimated that the infant had been dead for some six or seven days, there 
being a quart of putrid, meconium-colored fluid in the abdomen. The placenta was 
firmly attached and the cord was wrapped tightly around the baby’s neck seven times. 
The patient received a pint of blood postoperatively and was given a combination of 
penicillin and streptomycin every eight hours. Fluid intake consisted of 1,000 ccs. of 5 
per cent glucose in saline intravenously. The course was generally downhill with disten- 
tion, vomiting, dark green vaginal drainage, and a hectic temperature. Some 38 hours 
postoperatively, the patient complained of pain in the left chest and shoulder with 
dyspnea, and these symptoms increased until death occurred some two hours later. 

Committee opinion: Points of significance as developed fiom the committee’s discussion 
of this case were as follows: (1) It was a case of previously unrecognized cephalo-pelvic 
disproportion and a dead fetus in a patient septic on admission to the hospital. (2) Pro- 
longed labor (30 hours first stage, 36 hours second stage). (3) Classical section in the 
face of severe sepsis. (4) A septic postoperative course with death due probably to 
peritonitis and generalized sepsis with a probable pulmonary embolism as a terminal 
contributant. 

Classification: Maternal death, obstetrical, preventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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Tumor Conference 


Edited by THOMAS J. FRITZLEN, M.D. 


Dr. Friesen (Moderator): This case involves the 
problem of diagnosis of tumors and other diseases of 
bone. 

Dr. Peltier: This 14-year-old boy developed pain 
and swelling in the left wrist five weeks prior to ad- 
mission to this hospital. He was active and frequently 
helped about his farm home, and he felt that he had 
suffered a sprain of the wrist although he could recall 
no specific injury. The pain and swelling were per- 
sistent and after three weeks he went to his family 
physician, who examined him, took an x-ray, and 
referred him to an orthopedist in a near-by city, who 
in turn referred him to this hospital. At the time of 
admission his left wrist was swollen, tender, and pain- 
ful. The area of swelling was over the distal end of 
the left radius and was firm, non-pitting, and non- 
fluctuant. There was no lymphadenopathy and there 
were no other abnormal physical findings. 

Dr. Friesen: What are the x-ray findings ? 

Dr. Williams: X-rays of the left wrist show soft 
tissue swelling, a somewhat obscure medullary outline 
in the distal portion of the radius, and evidence of 

periosteal reaction about the distal portion of the 
radius with calcification and bone formation in the 
periosteum (Figure 1). The markings of the cortical 
surface are also somewhat indistinct. The diagnostic 
possibilities include osteomyelitis, possible recent trau- 
ma to the soft tissues, and most likely, a malignant 
tumor of bone extending into soft tissue. An x-ray 
examination of the chest was normal. 

Dr. Peltier: In the patient with a possible bone 
tumor, chest x-ray is of utmost importance because in 
such tumors blood borne pulmonary metastases occur 
early. The serum alkaline phosphatase reaction is ele- 
vated in approximately 50 per cent of patients with 
osteogenic sarcomas. In the present case the alkaline 
phosphatase was within normal limits. The next step 
was biopsy of the radius under anesthesia and with a 
tourniquet to provide a bloodless field. A mass elevat- 
ing the periosteum was found about the distal radius. 
It was firm and white, and in some places it pene- 
trated the periosteum and invaded surrounding soft 
tissues. 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Cancer 
Institute, U. S. Public Health Service, and the Kansas Di- 
vision of the American Cancer Society. Dr. Fritzlen is a 
Trainee of the National Cancer Institute. 
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Osteogenic Sarcoma of the Radius 


Dr. Friesen: Is there a real hazard of venous em- 
bolism occurring during the biopsy procedure? 

Dr. Peltier: Theoretically, one would apply a tour- 
niquet, obtain the biopsy, get a frozen section diag- 
nosis, and proceed with amputation if indicated. How- 
ever, the diagnosis of bone tumors is often difficult, 
even for experienced pathologists. With few excep- 
tions, I believe it is preferable to have permanent 
tissue sections with an opportunity for adequate mi- 
croscopic study and consultation among the patholo- 
gist, the radiologist, and the surgeon rather than to 


Figure 1. X-ray of osteogenic sarcoma involving distal 
radius with loss of medullary outline. 
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risk amputating a limb because of an incorrect diag- 
nosis. Biopsy in a bloodless field provided by a tourni- 
quet has not been proved to cause significant venous 
embolism of tumor cells. 

Dr. Friesen: Is the x-ray picture sufficiently specific 
for diagnosis to eliminate the need for a biopsy ? 

Dr. Tice: It is best to obtain a histologic diagnosis 
from the pathologist. The present case presents an 
atypical picture for osteogenic sarcoma because of the 
location. The most common site for an osteogenic 
sarcoma is in the lower femur, the upper tibia, and the 
upper end of the humerus. In a recent review by 
Dahlin! of 2,276 bone tumors at the Mayo Clinic, 490 
were osteogenic sarcomas and only six of these arose 
in the lower forearm or wrist. The classic picture is 
that of bone destruction with an area of bony defect 
in the cortex. Some cases present bone formation in 
a sunburst pattern in the area of defect, and often 
there is a triangular area of new bone formation ele- 
vating the adjacent periosteum known as Codman’s 
triangle. 

Dr. Friesen: I would like to repeat this important 
point in tumor surgery, that in nearly every instance 
where removal of a tumor is intended, there should 
be an adequate histologic diagnosis of a biopsy speci- 
men. May we have the pathologist’s findings ? 

Dr. Mantz: The gross surgical specimen of the dis- 
tal radius shows the substance of the bone to be com- 
posed of dense, white, almost eburnated tissue. In one 
area the cortex is disrupted and the overlying perios- 


Figure 2. Neoplastic bone, indicated by arrow, de- 
posited on a normal bone trabeculum. 


teum is elevated by softer white tissue producing at 
the epiphyseal line a triangular area which is a gross 
counterpart of the so-called Codman’s triangle. 

Sections of soft tissue at the time of biopsy show 
relatively cellular tissue with fairly plump spindle 
shaped cells occurring in a non-organoid pattern. 
These occur singly and appear to be elaborating a 
mesh-work of dense collagenous tissue and osteoid. 
Section of decalcified bony fragments shows spicules 
of relatively normal appearing bone with atypical and 
poorly organized new bone deposited on them. These 
have a lattice work pattern and resemble highly ab- 
normal osteoid tissue. This abnormal type of bone 
formation alone is considered by some as diagnostic 
of osteogenic sarcoma (Figure 2). In another section, 
one wall of a blood vessel appears to be composed of 
tumor cells, which has obvious and ominous prog- 
nostic implications (Figure 3). This is an osteogenic 
sarcoma. 

There are two peaks of incidence of these tumors, 
one at ages 10 to 25 and a second much lesser peak 
in the 50’s and 60’s. The latter is perhaps related to 
the occasional degeneration of lesions of Paget’s dis- 
ease into osteogenic sarcoma. About two-thirds of the 
patients are males. One known etiologic factor is the 
role of radioactive substances in the production of 
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Figure 3. Arrow indicates tumor involvement of ves- 
sel wall. 
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osteogenic tumors, recognized since the study by Mart- 
land on the incidence of bone tumors in the radium 
watch-dial painters in New Jersey.?: 3 In addition to 
the common sites previously discussed, osteogenic sar- 
comas may occur in any of the long bones, particularly 
at their ends, and also in the mid shaft of long bones 
and even the flat bones. Most commonly they are en- 
dosteal in origin, though occasionally a juxtaosseous 
osteogenic sarcoma may arise, apparently from a fetal 
rest. These tumors occasionally are multicentric. 

Tumor spread occurs by three routes: (1) by direct 
extension along the medullary canal, (2) by exten- 
sion through the cortex, either through the Haversian 
system or by destruction of cortical bone, and (3), 
most important, by venous invasion and metastases to 
the lungs. Metastasis to other organs does occur but 
is distinctly less frequent than in other types of tu- 
mors. The advancing edges of the tumors are softer 
than the more central portions, which tend to be calci- 
fied and ossified. Therefore, a biopsy at the advancing 
edges of the tumor provides a more suitable specimen 
for prompt histological diagnosis. 

Dr. Peltier: Another aspect of these tumors is the 
tendency to form skip areas as extension occurs up 
and down the medullary canal. These occur as 
microscopic foci of tumor in the medullary cavity 
away from the tumor with apparently normal 
marrow in between. I have seen two instances in 
which amputation was carried out proximal to the 
tumor through normal bone and there later occurred a 
local recurrence in the medullary cavity proximal to 
the line of amputation. It is for this reason, there- 
fore, that the rationale of therapy of such tumors is 
for amputation to be carried out through the bone 
above the one involved. If the lesion should occur in 
the radius, as it did in the present case, amputation 
would be carried out through the humerus. Similarly 
a tumor of the tibia would require amputation through 
the femur, and a tumor of the femur, ideally, would 
be disarticulated at the hip. 

Medical Student: Dr. Peltier, if the patient has a 
tumor in the femur, would you do a disarticulation 
through the hip in every case? 

Dr. Peltier: Not in every case, but in most cases a 
disarticulation would be done. If amputation is done, 
it is carried out through the lesser trochanter and is a 
simple and sometimes more satisfactory procedure 
than disarticulation. 

Medical Student: What do you do then about a 
weight-bearing stump? 

Dr. Peltier: In cancer surgery one’s first concern 
cannot be with reconstruction. If you give this patient 
a usable stump, he may be able to use it only two or 
three years and then succumb to his disease because of 
an inadequate initial surgical procedure. 

Dr. Friesen: What would have been done to this 


patient if he had demonstrable pulmonary metastasis 
at the time of his initial appearance here? 

Dr. Peltier: I would have referred him to the radi- 
ologist for x-ray therapy. Amputation could not hope 
to effect a cure and would be of palliative value 
only if the primary tumor became a large, painful, 
necrotic mass which rendered the limb unusable. 

Dr. Friesen: Dr. Tice, what place does radiation 
have in the treatment of this disease? - 

Dr. Tice: I do not believe that radiation has ever 
cured osteogenic sarcoma. However, in patients with 
pulmonary metastases, I believe that radiation will 
give some relief of the distressing symptoms of cough 
and dyspnea. 

Medical Student: With what other diseases might 
an x-ray picture like this be confused ? 

Dr. Tice: In addition to osteogenic sarcoma or oth- 
er bone tumors, osteomyelitis might be considered. 
Also there are cases on record where amputation has 
been carried out on patients with syphilis and with 
scurvy, either of which may produce a similar appear- 
ance at the ends of long bones. 

Dr. Peltier: Recent experimental studies have sug- 
gested that antigen-antibody relationships play a part 
in tumor growth and spread. It has been observed that 
when a large primary tumor is removed, there is often 
a rapid growth of metastatic deposits. Perhaps with 
this in mind, one group has undertaken to treat the 
primary tumor at first with massive doses of radiation 
and then carry out amputation at a later date. The 
role of a large primary tumor in stimulating antibody 
production and thus depressing the growth of meta- 
static deposits is not established at the present time, 
however. 

In regard to prognosis in these tumors, a paper by 
Ferguson‘ approximately 20 years ago reported a 
slightly increased survival rate in patients in whom 
surgery was postponed six months after their initial 
diagnosis. After this interval, if they had no evidence 
of metastasis, operation was carried out. This, of 
course, excluded those patients who developed a 
metastasis between the time of the initial visit and 
their second appearance. The point we can gather 
from this perhaps is that there is variation in the bio- 
logical activities in tumors of the same histologic type. 

If this patient should return in six months and have 
a single pulmonary metastasis, I might refer him to 
a thoracic surgeon rather than a radiologist. Recent 
reports: © of patients with metastatic tumors of var- 
ious sorts to the lungs, some of which were osteogenic 
sarcoma, have shown a survival rate of up to 15 per 
cent when thoracotomy and local excision of the 
metastatic deposit was carried out. The later the metas- 
tasis occurs the more likely it is to be a single metas- 
tasis of a lower grade of malignancy, and perhaps 
more amenable to excision. Studies of osteogenic sar- 
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coma show a higher survival rate in tumors occurring 
in the distal portions of the extremities such as the 
hands, wrists, and feet than in more proximal sit- 
uated tumors. In contrast to the generally quoted fig- 
ure of approximately 5 per cent five-year survival in 
osteogenic sarcoma, more recent workers using var- 
ious techniques of treatment have obtained five-year 
survival rates of between 10 and 20 per cent.! 

Dr. Hardin: Are angiographic studies helpful in 
demonstrating skip areas within the medullary cavity, 
enabling one to carry out a less extensive resection ? 

Dr. Peltier: Angiographic study of osteogenic sar- 
comas has demonstrated increased vascularity with a 
more rapid transport from the arterial to the venous 
side and with apparent arteriovenous fistulas in these 
tumors.? This is supported by clinical evidence of 
increased skin temperature over such tumors. How- 
ever, skip areas are usually microscopic deposits of 
tumor, and angiography would not necessarily show 
them. 

Dr. Friesen: In summary, this case of osteogenic 
sarcoma arose in an unusual location but presented 
many of the features of such tumors. The principles 
and methods of treatment and the importance of cor- 
rect and adequate diagnosis have been discussed. In 
contrast to the generally held concept, a significant 
percentage of these patients may survive this disease. 
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Fluid and Electrolyte Course 


A course on fluid and electrolyte balance, under the 
sponsorship of the Midwest Medical Research Foun- 
dation, will be presented at the offices of the Sedg- 
wick County Medical Society, Wichita, February 7, 8, 
and 9. Dr. Belding H. Scribner, assisted by Dr. Rich- 
ard Paton and Dr. Alfred Skinner, of the faculty at 
the University of Washington, will present the course. 

Morning sessions on February 7 and 8 will be de- 


voted to lectures and the morning session on February 
9 and all afternoon sessions to practical application of 
the principles to specific cases. Attendance at morn- 
ing sessions will be unlimited, but afternoon sessions 
will be open only to the first 40 registrants. No reg- 
istrations will be accepted for afternoon sessions 
alone. The fee for attendance at morning sessions 
will be $10, for attendance at both types of sessions 
$25. Residents and interns may register, on a non- 
participating basis, for $1.00. 

The American Academy of General Practice will 
allow 20 hours credit in Classification II to those 
present for the full course. 

Applications should include name, address, year of 
graduation, name of school granting degree, and type 
of practice. The information, along with registration 
fees, should be sent to Midwest Medical Research 
Foundation, 3241 Victor Place, Wichita 8, Kansas. 


Midwest Cancer Conference 


Eight guest speakers will present a scientific pro- 
gram at the Eleventh Annual Midwest Cancer Con- 
ference, to be held at the Hotel Broadview, Wichita, 
March 26 and 27, according to Dr. David H. Ruhe, 
chairman of the Program Committee. 

The tentative program includes the following: 
“The Natural History of Cancer,” Dr. Stanley P. Rei- 
mann, Institute for Cancer Research, Philadelphia ; 
“Ultramicroscopic Cell Structure and Its Relation to 
the Study of Cancer” and “Ultramicroscopic Study of 
Viruses and Their Possible Relationship to Cancer,” 
A. F. Howatson, Ph.D., University of Toronto ; ‘‘Stud- 
ies on the Etiology of Human Leukemia,” Dr. Clif- 
ton D. Howe, University of Texas M.D. Anderson 
Hospital and Tumor Institute; “Current Concepts in 
the Etiology of Mouse Leukemia,” Charlotte Friend, 
Ph.D., Cancer Research Unit of Memorial Center for 
Cancer, New York City; ‘Treatment of Cancer in 
Children” and “Management of the Patient with Ad- 
vanced Cancer,” Dr. Ian Macdonald, University of 
Southern California School of Medicine; ‘Metabolic 
Disturbances in the Cancer Patient,’ Dr. Alfred 
Gellhorn, College of Physicians and Surgeons, Co- 
lumbia University; “The Role of Endocrines in Hu- 
man Neoplasm,” Dr. Edward A. Gall, University of 
Cincinnati College of Medicine, and “Developments 
in Radiation for Cancer Treatment,” Dr. J. W. J. 
Carpender, University of Chicago. 

The program will also include panel discussions, 
question and answer periods, luncheon sessions, and a 
dinner meeting open to physicians’ wives and guests. 

An invitation to attend the conference is extended 
to all physicians by Dr. Larry E. Vin Zant, president 
of the Kansas Division of the American Cancer So- 


ciety. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


It is now well-recognized that the new 86th 
Congress, heavily spiced with newly-elected Demo- 
cratic liberals, will set out to make an impressive 


neglected. 

On the basis of developments last session, and 
the known interests of many new members of Senate 
and House, here are the health areas where intensive 
activity is assured, with prospects for enactment of 
a number of bills either this year or next year, 
the final session of the 86th and also a presidential 
election year: 

Social Security. Labor has announced that it will 
work this year for substantial changes in social 
security, the most important being a program for 
hospital-nursing home care for the aged and other 
beneficiaries. On this the unions are supported by 
the Democratic Advisory Council, which reflects the 
views of the Truman-Stevenson-Butler element of the 
party but generally finds itself to the left of Senate 
Leader Johnson, House Speaker Rayburn, and some 
other congressional leaders. 

Under social security, the AFL-CIO and the Demo- 
cratic Council also would lower or drop the age 50 
requirement for disability payments, increase OASI 
taxes, bring more income under the taxes, and raise 
benefits all up and down the line. 

American Medical Association, joined by scores 
of other associations and individuals in health and 
other activities, successfully opposed the social security 
hospitalization plan last session. They are prepared 
to wage just as determined a fight this year. 

Aid to Medical Schools. An effort was made in 
Congress last session to provide grants to medical 
schools for building and equipping teaching facilities, 
to complement the research grants program already 
in effect. While the administration supported the 
attempt, it did not throw behind it all the energy it 
is expected to exert this year. Top officials of the 
Department of Health, Education, and Welfare, from 
Secretary Flemming on down, have been talking up 
aid to medical schools all fall. When the time comes 
to testify, they will be strengthened by the activities 
of a new committee appointed to look into the 
schools’ problems, as well as by the Bayne-Jones re- 
port which calls for the immediate start on construc- 
tion of between 14 and 20 medical schools. 


record for itself. Health legislation will not be 
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American Medical Association supports construc- 
tion and equipment grants for medical teaching 
facilities. Strongest opposition this year is likely to 
come from some influential members of Congress, 
who succeeded in bottling up the legislation last 
session. 

The Keogh bill. Last session legislation to permit 
the self-employed to pay taxes on money withdrawn 
from retirement funds passed the House but failed 
to get out of committee in the Senate. Its sponsors, 
including the A.M.A., are hopeful that the Senate 
objections can be removed this year. 

Medicare. Congressmen already have received pro- 
tests from back home about restrictions imposed on 
the civilian phase of Medicare, mostly the channel- 
ing of service families to military facilities. This 
issue is sure to come up when appropriations hear- 
ings start on the Defense Department’s budget. It 
may come up sooner, if Medicare runs out of money 
and requires a deficiency appropriation. 

The Doctor Draft. The special draft, which hasn't 
actually been used in two years, may be invoked by 
the Defense Department this spring if there isn’t 
a better response on the part of interns and residents 
to appeals for volunteers. Should the law have to 
be used this year, the Defense Department will have 
a pretty convincing argument that it should be ex- 
tended beyond its scheduled expiration date of next 
June 30. 

Medical Research. While the Federal government 
currently is spending at a rate of more than $324 
million on medical research through the National 
Institutes of Health, a still higher record of appropri- 
ations is in prospect for next year. The Senate Ap- 
propriations Committee has announced that never 
again will the pace of research be slowed through 
lack of dollars. This is also the attitude of the AFL- 
CIO and the Democratic Advisory Council, among 
other groups. The pattern usually is for the House to 
increase moderately Budget Bureau figures for medical 
research, then for the Senate to vote large additional 
increases. The House then generally agrees to spend 
close to what the Senate wants. 

Contributory Health Insurance for Federal Workers. 
A new effort to bring about a contributory health 
insurance program for civilian federal workers is 
expected, with federal employee unions leading the 
drive. 

Other Prospects. A number of amendments will 
be proposed for the Hili-Burton act. Some effort 
will be made to strengthen the law under which 
labor-management health and welfare funds must 
keep records and file reports. Hospitals are looking 
forward to low-cost loans under a community facilities 
bill and nursing homes to mortgage guarantees. The 
feud over the VA’s closing of 5,000 beds likely will 
be renewed. 
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Diabetes 


The Search for the Anti-Diabetic Hormone 


GERALD R. KERBY, M.D., Bethesda, Maryland 


The history of diabetes dates to antiquity. The 
Papyrus Ebers, one of the oldest medical documents, 
dating from approximately 1500 B.C., refers to poly- 
uria, by which the Egyptian physicians may have 
meant diabetes.1 

Areataeus, the Cappadocian, who lived in the sec- 
ond or third century A.D., wrote a classic account of 
the clinical syndrome of diabetes, the word stemming 
from the Greek word which signifies a siphon.” 

Many of the great medical writers over the cen- 
turies discussed diabetes. There were almost as many 
theories of the cause of the disease as there were writ- 
ers. The treatments were many, varied, and unsuccess- 
ful. 

Before the experimental establishment of the re- 
lationship between the pancreas and diabetes mellitus, 
it had been noted that lesions of the pancreas were as- 
sociated with diabetes mellitus. Cowley, an English 
physician, in 1788, was possibly the first to point this 
out in the case of a diabetic in whom autopsy revealed 
a sclerosis of the pancreas. Richard Bright, the English 
clinician, in 1833, and Bouchardat, in 1851, noted 
the simultaneous occurrence of pathologic changes in 
the pancreas and diabetes mellitus.* 

The first observations on the effect of removal of 
the pancreas in animals were made before the relation- 
ship of the pancreas to diabetes was suspected. 

Johann Conrad Brunner experimentally excised the 
pancreas in dogs in 1682, noting no apparent ill ef- 
fects. In one of the excisions he noted that the dog 
developed extreme thirst and polyuria. Albrecht von 
Haller, the German physiologist and historian, also 
removed the pancreas experimentally without appar- 
ent ill effect. Klebs and Munk, in 1869, were prob- 
ably the first to attempt extirpation experiments to 


try to demonstrate a relationship between the pancreas. 


and diabetes. Their results were also negative. The 
failure of these early workers was no doubt due to 
incomplete removal of the organ.5 

In 1889, Joseph von Mering and Oscar Minkowski 
of Strasbourg made the brilliant discovery that com- 
plete and total removal of the pancreas in dogs in- 
variably caused severe and fatal diabetes.® 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be the best by the faculty at the school. Dr. Kerby 
is now serving his internship at the U. S. Naval Hospital, 
Bethesda, Maryland. 


von Mering at the time was working on the prob- 
lem of fat absorption in diseases of the pancreas. At 
a fortuitous meeting, von Mering mentioned an un- 
successful attempt to exclude the pancreatic juice from 
the intestine by ligation of the duct. Minkowski sug- 
gested removing the pancreas, but von Mering be- 
lieved this impossible. Minkowski, however, believed 
he had sufficient surgical skill and offered to attempt 
the operation on a dog. Twenty-four hours later, as- 
sisted by von Mering, he successfully extirpated the 
entire pancreas with survival of the animal. The 
next day it was noted that the dog repeatedly emptied 
its bladder. On an impulse Minkowski examined the 
urine for sugar and found the sugar content to be 
more than ten per cent. He then operated at once on 
several more dogs. All developed severe diabetes.” 

The experiments of von Mering and Minkowski 
were repeated and confirmed by many investigators. 
It was found that total removal of the pancreas in the 
dog, cat, and other mammals always produced severe 
and rapidly fatal diabetes. 

von Mering and Minkowski felt that the pancreas 
controlled sugar metabolism either by destroying a 
ferment or poison which caused the elimination of 
sugar or that destruction of sugar in the organism 
was a normal function of the pancreas and that ex- 
perimental diabetes was due to cessation of a specific, 
hitherto unknown function of the pancreas. 

At the time of this discovery little was known of 
the internal secretion of ductless glands. In 1893, 
Lépine repeated the experiments of Minkowski and 
concluded that the pancreas produced an internal se- 
cretion containing a ferment with glycolytic power 
which passed from the pancreas into the blood and 
was taken up by the leucocytes.§ 

Proof of the carbohydrate regulatory power of the 
pancreas was provided in 1892 by Minkowski, and 
independently by Hédon. In their transplantation 
experiments, a portion of the pancreas was drawn 
out of the peritoneal cavity and placed beneath the 
skin of the anterior abdominal wall. After the blood 
supply had been established, the remainder of the 
pancreas was removed without the appearance of 
diabetes in the dogs. If the graft was later removed, 
typical symptoms of diabetes developed.®: 1° 

Forschbach, in 1909, using the method for produc- 
ing parabiosis in two animals by uniting their ab- 
dominal walls with communication between their 
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peritoneal cavities so that there was an exchange of 
blood and lymph but no transfer of nervous impulses, 
discovered that parabiosis of a normal animal with a 
depancreatized animal either prevented diabetes or re- 
duced glycosuria to one of slight degree.1! 

These and other experiments added evidence to 
the theory that an internal secretion elaborated from 
the pancreas was responsible for the regulation of 
carbohydrate metabolism. This theory became gen- 
erally accepted. Pflueger, however, opposed this view 
and stated that proof of the existence of a pancreatic 
internal secretion depended on alleviation of the 
symptoms of diabetes by an extract of the pancreas 
in the same manner that symptoms of myxedema 
were relieved by thyroid extract.!* 

These experiments furnished strong evidence that 
the pancreas produced a substance necessary for the 
maintenance of normal carbohydrate metabolism. It 
was already known that the pancreas formed an ex- 
ternal secretion of enzymes necessary for digestion. 
It hardly seemed possible that the cells responsible for 
secreting enzymes could also be responsible for se- 
creting the substance regulating carbohydrate metab- 
olism. 

In 1869, Paul Langerhans, in his doctoral disserta- 
tion, described the presence of certain epithelial tissue 
in the pancreas which was different from the acinar 
cells and the ducts which conveyed the external se- 
cretion to the duodenum. He merely described these 
cells but did not guess at their significance.!* 

The relationship of these “islands of Langerhans” 
to the internal secretion of the pancreas was first sug- 
gested by Laguesse in 1893. He did not believe that 
the islet tissue was independent of the acini but 
that a physiologic mechanism controlled the relative 
amounts of each secretion.'4 

Edward Schafer, in an address to the British Med- 
ical Association at London in 1895, stated his belief 
that human diabetes was caused by a deficiency of the 
secretion of the islet tissue brought about by some 
pathologic change in the islets.15 

Schulze and Ssobolew, in 1900, found that by 
blocking the pancreatic duct with paraffin there re- 
sulted a sclerosis of the acinar tissue of the pancreas 
with little damage to the islets. Diabetes did not 
develop in these animals.16- !7 

Opie, in 1900, described the presence of hyaline 
degeneration of the islands of Langerhans with nor- 
mal secretory acini in a case of diabetes.18 
MacCallum, in 1909, ligated the ducts draining 
the tail one-third of the pancreas in dogs. After 
seven months he removed the remaining two-thirds, 
the operation being followed by a slight, transitory 
glycosuria. Three weeks later he removed the degen- 
erated one-third, a procedure followed by fatal dia- 
betes. The atrophic one-third was composed of en- 
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larged islands of Langerhans and remnants of pan- 
creatic ducts.'? 

Lane and Bensley, using special staining tech- 
niques, demonstrated that the islets were entirely 
separate from the acinar tissue. Lane also described 
two types of islet cells which he called alpha and 
beta.20 21 

Kirkbridge, using Lane’s staining technique, re- 
peated and confirmed MacCallum’s work.?? 

The final proof that the islets liberated the anti- 
diabetic substance came after the discovery of insulin 
when Macleod, in 1922, working with teleostean 
fishes in which the islet tissue is anatomically separate 
from the acinar tissue, found the islet tissue to be a 
rich source of insulin while no insulin could be ex- 
tracted from the acinar tissue.?* 

From the work of von Mering and Minkowski 
there appeared to be great promise that the mastery 
of diabetes was imminent. Encouraged by the results 
with dessicated thyroid or thyroid extract in the treat- 
ment of myxedema, many thought that pancreatic 
extract must surely bring relief in the treatment of 
diabetes. 

Minkowski himself, in 1892, after completing his 
experiments on extirpation, prepared pancreatic ex- 
tracts which he injected into depancteatized dogs 
without any noticeable change in their diabetes.** 

In 1893 Mackenzie fed pressed pancreas juice to 
two diabetic patients. He thought there was some 
subjective improvement but there was no change in 
the urine sugar or specific gravity.25 Sibley, Wood, 
and others also attempted oral administration of raw 
pancreas, pressed pancreas juice, pancreatic extracts, 
and cooked pancreas with either no success or ques- 
tionable success.?® 27 

In the years 1895 to 1898, many reports appeared 
on numerous attempts to treat diabetes by oral ad- 
ministration or rectal instillation of extracts, juices, 
and raw pancreas. Spillman, in 1896, reported treat- 
ment of two subjects by injection of pancreatic press 
juice with only slight decrease in glycosuria.?* 

Hougouneng and Doyon, in 1897, published a 
well controlled series of experiments using pancreatic 
extracts prepared in a variety of ways. They were 
unable to demonstrate any beneficial effect of oral 
administration of these extracts to diabetic dogs. This 
work considerably discouraged the use of pancreatic 
materials of any kind by mouth.?9 

In 1898 Blumenthal tested the juice pressed from 
the pancreas after removing the protein material by 
addition of alcohol. Given intravenously it killed 
his dogs; given subcutaneously it resulted in local 
necrosis. In one human case he reported a 40 per 
cent increase in the utilization of sugar. He was 
definitely on the right track but was discouraged by 
toxic side effects.9° 
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In the decade from 1898 to 1908, scientific interest 
in the treatment of diabetes by pancreatic extracts 
waned. In 1907 Rennie and Frazier reported on the 
occurrence of a separate pancreatic organ for internal 
secretion in teleostean fishes. They tried feeding this 
islet tissue to diabetic patients but observed no bene- 
ficial effects.34 

Zuelzer, in 1908, reported his work on the prep- 
aration of an anti-diabetic hormone from the pan- 
creas. The word “hormone’’ had been introduced a 
few years previously by Bayliss and Starling in con- 
nection with their work on secretin. Zuelzer felt 
that previous attempts to prepare a potent pancreatic 
extract had failed because of the condition of the 
pancreas at the time of extraction. He took the pan- 
creas at the height of digestion, tied it off for 90 
minutes, then removed and extracted it, squeezed 
out the juice, precipitated the proteins with alcohol, 
and administered the alcohol-free extract subcutane- 
ously and intravenously. In two experiments in dogs 
and in eight human patients he demonstrated that 
his extract reduced glycosuria and acidosis. 

The extract had severe toxic side-effects, however. 
Zuelzer delayed publication of his work for three 
years in the hope that a non-toxic preparation could 
be developed. Even with the assistance of the Physi- 
ological Institute of the University of Berlin and 
the chemists of the Schering Company, he was un- 
able to lessen its toxicity. Forschbach, in 1909, used 
Zuelzer’s extract and demonstrated its striking anti- 
diabetic action on depancreatized dogs. He treated 
two human patients with some success, but both ex- 
perienced high fever and other toxic effects. Zuelzer 
and Forschbach believed that the anti-diabetic effect 
may have been due to febrile reactions rather than 
the specific action of the hormone. There can be no 
doubt, however, that they were in possession of a 
potent extract.32, 38 

Scott, in 1912, attempted to ligate the pancreatic 
ducts and eliminate the external enzymes by degen- 
eration of the acinar tissue in the manner subsequent- 
ly used by Banting and Best. He was unable to oc- 
clude the ducts completely, hence never prepared an 
extract of degenerated pancreas. He then tried ex- 
traction with alcohol, but these extracts proved un- 
satisfactory because of depressor substances. He also 
prepared an acidified aqueous medium which lowered 
the dextrose:nitrogen ratio significantly in depan- 
creatized dogs. Scott unfortunately concluded that 
the effects produced by his extracts were not neces- 
sarily due to the presence of the internal secretion 
of the pancreas.*4 

Murlin and Kramer, 1913-1916, prepared saline 
and alkaline extracts of cow pancreas which, when 
injected into depancreatized dogs, caused some de- 
crease in urine sugar. They later found that adminis- 


tration of alkaline Ringer's solution produced a sim- 
ilar decrease in glycosuria. They also prepared acidi- 
fied extracts which lowered urine sugar and raised 
the respiratory quotient in depancreatized dogs. The 
use of acidified extracts was not reported until many 
years after the work of Banting and Best.35. 36 

Kleiner and Meltzer, in 1915, prepared emulsions 
of dog pancreas in saline solution and observed a 
temporary but marked decrease in blood and urine 
sugars of depancreatized dogs when this solution was 
given intravenously. They felt that these findings 
merely supported the theory of a pancreatic internal 
secretion.37 

Mackenzie-Wallis, in 1922, prepared an alcoholic 
extract of pancreas which reduced the glucose level 
when incubated with blood. The extract had a ques- 
tionable effect in reducing blood sugar in rabbits 
and showed little effect when given orally to dia- 
betic patients.3§ 

These many prior attempts to extract and isolate 
the anti-diabetic hormone from the pancreas had been 
unsuccessful for a variety of reasons. The many at- 
tempts to administer the extracts orally were doomed 
to failure because of destruction of the hormone in 
the stomach and intestine. Many attempts were made 
using pancreas which had been allowed to stand so 
that the naturally occurring trypsinogen had been 
converted to trypsin which destroyed the internal 
secretion. Many investigators actually had succeeded 
in preparing a potent extract but either failed to 
realize the fact or because of toxic side effects were 
unable to clinically utilize their potential discovery. 

Over the period of years since von Mering and 
Minkowski published their classic work, many in- 
vestigations had proven with little doubt the relation- 
ship between the islets of Langerhans of the pancreas 
and diabetes mellitus. It seemed inevitable that some- 
one would succeed in isolating from the pancreas a 
hormone which would be clinically useful in the 
treatment of diabetes. Indeed in the early 1920's 
many able investigators were at work on the problem 
and several were on the verge of making scientific 
history when the news from Toronto arrived. 

In scientific progress, as in mountain climbing, the 
surest progress is often made by the new wayfarer 
who follows the trail blazed by others as far as it 
goes and then by chance or by surer instinct hits 
upon the right clue which leads to the summit. 

Frederick Grant Banting, a young Canadian sur- 
geon, had in 1920 obtained an appointment as a 
demonstrator at the University of Western Ontario 
after an unsuccessful attempt at private practice. In 
October, while reading an article by Moses Barron in 
a current Surgery, Gynecology and Obstetrics, he 
conceived the idea of ligating the pancreatic ducts, 
waiting for degeneration of the acini, and then at- 
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tempting to isolate the internal secretion. This he 
believed would eliminate the trypsin which destroyed 
the internal hormone. This was not a new idea, but 
luckily Banting was unaware of it. 

He was unable to obtain facilities for experimenta- 
tion at ‘“Western” so he traveled to his alma mater, 
the University of Toronto, where he persuaded Prof. 
J. J. R. Macleod of the Department of Physiology to 
lend him facilities and an assistant for the summer. 
Work began in May, 1921, with Charles Herbert 
Best, who was completing his M.A. in physiology, as 
assistant. Within two months they had succeeded in 
preparing a potent aqueous extract of degenerated 
pancreas. They used extracts prepared at ice cold 
temperatures from freshly removed degenerated 
gland. They also obtained potent extracts from fetal 
pancreas and by macerating whole gland in acidified 
alcohol.3®, 4° 

A sterile extract, prepared from whole gland using 
acidified alcohol, was used on diabetic patients in 
December, 1921, with definite decrease in blood 
sugar. However, sterile abscesses developed at the 
injection sites. 

At this point J. B. Collip of the Department of 
Pathologic Chemistry at the University entered the 
project. In a few weeks he found that precipitation 
by absolute alcohol freed the extract of its contami- 
nating products and resulted in a sufficiently pure 
and stable form to allow continued use by subcu- 
taneous injection in the human subject.‘ 

Banting and his colleagues proposed the name 
insulin for the active principle of the extract. This 
term had already been proposed by de Meyer in 1909 
and independently by Schafer in 1916 for the in- 
ternal secretion of the islets of Langerhans. 

This epochal discovery by Banting and Best 
marked the end of the long and difficult search for 
the elusive internal secretion of the pancreas and 
the beginning of a new era in the treatment of dia- 
betes mellitus. 
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A.M.A. Clinical Meeting 


GEORGE F. GSELL, M.D., Wichita, and 
LUCIEN R. PYLE, M.D., Topeka 


Health care of the aged, the report of the A.M.A. 
Commission on Medical Care Plans, osteopathy, ex- 
pansion of medical education facilities, the Associa- 
tion’s administrative changes, the report of the Com- 
mittee to Study A.M.A. Objectives and Basic Pro- 
grams, and voluntary health organization fund raising 
were among the wide variety of issues considered by 
the House of Delegates at the American Medical As- 
sociation’s 12th clinical meeting held December 2-5 
in Minneapolis. 

Dr. Lonnie A. Coffin of Farmington, Iowa, was 
named the 1958 General Practitioner of the Year for 
his outstanding contributions to the health and civic 
affairs of his home community. Dr. Coffin, who is the 
first Iowan to receive the annual GP award, accepted 
his gold medal on behalf of “all the men who have 
dedicated their lives to the general practice of medi- 
cine. 

Speaking at the Tuesday opening session of the 
House, Dr. Gunnar Gundersen of La Crosse, Wiscon- 
sin, A.M.A. president, called upon the medical pro- 
fession to exert leadership and imagination in meet- 
ing the problems of these changing times. Urging 
practical actions to solve medico-economic challenges, 
Dr. Gundersen declared that “the time has passed for 
policies based on generalities, platitudes and flag- 
waving.” He also suggested that the association offer 
support and cooperation to proposals for an Inter- 
national Medical Year. 

Governor Orville L. Freeman of Minnesota, who 
also addressed the opening session, asked for ‘the 
help of the leaders of the medical profession in work- 
ing out a program that will most adequately meet the 
needs of our older citizens for health care and services 
of the highest quality.” 

With half a day still to go, total registration Thurs- 
day evening had reached 4,880, including 2,870 
physicians. 


Health Care of the Aged 


Responding to Dr. Gundersen’s call for action and 
Gov. Freeman’s plea for help in meeting the health 
care needs of the aged, the House of Delegates adopt- 
ed the following proposal submitted by the Council 
on Medical Service and endorsed by the Board of 
Trustees: 

“For persons over 65 years of age with reduced 
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Report of Kansas Delegates 


incomes and modest resources, it is mecessary im- 
mediately to develop further the voluntary health in- 
surance or prepayment plans in a way that would be 
acceptable both to the recipients and the medical pro- 
fession. The medical profession must continue to as- 
sert its leadership and responsibility for assuring ade- 
quate medical care for this group of our citizens. 

“Therefore, the Council on Medical Service recom- 
mends to the House of Delegates the adoption of the 
following proposal: That the American Medical As- 
sociation, the constituent and component medical so- 
cieties, as well as physicians everywhere, expedite the 
development of an effective voluntary health insur- 
ance or prepayment program for the group over 65 
with modest resources or low family income; that 
physicians agree to accept a level of compensation for 
medical services rendered to this group which will 
permit the development of such insurance and pre- 
payment plans at a reduced premium rate.” 

In order to effect the immediate implementation of 
such a program, the House directed that copies of the 
proposal! be distributed to medical society approved 
plans, including Blue Shield and private insurance 
programs, requesting their cooperation. 


Commission on Medical Care Plans 


The long-awaited report of the Commission on 
Medical Care Plans, appointed at the 1954 Clinical 
Meeting in Miami, was discussed for two hours at a 
reference committee hearing, but the House decided 
to defer action until the June, 1959, meeting. In so 
doing, the delegates adopted this statement: 

“We respectfully suggest to the constituent associa- 
tions reviewing the report in the interim, that their 
attitude regarding the report will be clarified if they 
arrive at some decisions in regard to the following 
basic points: 

“1. Free Choice of Physician—Acknowledging 
the importance of free choice of physician, is this con- 
cept to be considered a fundamental principle, incon- 
trovertible, unalterable, and essential to good medical 
care without qualification ? 

“2. Closed Panel Systems—What is or will be your 
attitude regarding physician participation in those 
systems of medical care which restrict free choice of 
physician ? 

“These suggestions acknowledge that the policy of 
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the American Medical Association to encourage and 
support the highest quality of medical care for all pa- 
tients remains unchanged. They question, however, 
whether attitudes toward the free choice of physi- 
cian and the closed panel system may be undergoing 
evolutionary change.” 

The House recommended that the Board of Trus- 
tees invite the constituent associations to forward 
their replies to these questions to the executive vice 
president 60 days in advance of the June, 1959, meet- 


ing. 
Osteopathy 


Considerable discussion centered on a resolution 
which would have recognized that constituent medical 
associations have the right to establish the relation- 
ship of the medical profession to the osteopathic pro- 
fession within their respective states. The House de- 
cided, however, that the resolution in question did not 
offer the appropriate solution to the osteopathic prob- 
lem. Instead, the delegates requested the Judicial 
Council to review past pronouncements of the House 
on osteopathy and the status of the laws of the various 
states in this regard. The Council was asked to pre- 
sent its report and recommendations at the June, 
1959, meeting. The House “noted with favor that the 
American Osteopathic Association has amended its 
objectives as stated in its constitution by deleting ref- 
erence to the cultism of Andrew J. Still.” 


Medical Education 


The House approved a statement by the Council 
on Medical Education and Hospitals supporting the 
development of additional facilities for basic medical 
education, and it urged the entire profession to give 
that policy strong support in order to correct misin- 
terpretations of the association’s viewpoint regarding 
the supply of physicians. 

“American medicine,” the statement points out, 
“fully recognizes the needs being brought about by 
the increasing population, social and economic trends, 
and the changing dimensions of medical knowledge 
and its application.” Urging careful analysis of those 
needs the statement says that existing medical schools 
should consider the possibility of increasing their en- 
rollments and developing new facilities. It also de- 
clares that American medicine has the responsibility to 
encourage the creation of new four-year medical 
schools and two-year basic science programs by insti- 
tutions of higher education which can provide the de- 
sirable setting. 


A.M.A. Administrative Structure 


A Board of Trustees report on the administrative 
structure of the association was approved by the 


House, which termed the reorganization of the head- 
quarters staff as a long and important step in the right 
direction. The report informed the House that the 
Chicago staff has been divided into the following sev- 
en divisions: Business Division, Law Division, Com- 
munications Division, Field Division, Division of 
Scientific Publications, Division of Socio-Economic 
Activities, and Division of Scientific Activities. The 
latter two are still in the process of development and 
are temporarily under the direction of the assistant ex- 
ecutive vice president. The Board also reported that 
the Committee on Legislation has been renamed the 
Council on Legislative Activities, with the director 
of the Law Division as council secretary. This new 
council will undertake an enlarged, strengthened leg- 
islative program, closely coordinated with the activ- 
ities of the new field staff and the Washington Office. 
The latter also has been reorganized, with overall 
direction coming from Chicago. 


A.M.A. Objectives and Basic Programs 


The House received and commended the report of 
the Committee to Study A.M.A. Objectives and Basic 
Programs, which it said may be a significant mile- 
post in the association’s history. In approving one of 
the committee’s recommendations, the House referred 
to the Council on Constitution and Bylaws the follow- 
ing suggested amendment of Article II of the consti- 
tution: “The objectives of the association are to pro- 
mote the science and art of medicine and the better- 
ment of public health and an understanding of the 
socio-economic conditions which will facilitate the 
attainment of these objectives.” 

The House also recommended that the Board of 
Trustees establish a mechanism which will assume 
responsibility for promoting active liaison with each 
national medical society. ‘In the scientific fields,” the 
House declared, ‘the role of the A.M.A. should be 
primarily that of leadership, but every endeavor 
should be made to bring about coordination of the 
special fields of scientific interest of the other national 
medical organizations.” The delegates also approved 
a recommendation that the Board of Trustees give 
serious consideration to opening the publications of 
the association to a free and open discussion of socio- 
economic problems applicable to medicine. 


Fund Raising 


Once again considering fund raising problems 
which have arisen since development of the concept 
of united community effort, the House passed a reso- 
lution which pointed out that the action taken last 
June in San Francisco has been interpreted by some 
as disapproving the inclusion of voluntary health 
agencies in United Fund drives. It then stated that 
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“the American Medical Association neither approves 
nor disapproves of the inclusion of voluntary health 
agencies in United Fund drives.” The resolution also 
requested the Board of Trustees to arrange a top-level 
conference with the voluntary health agencies, the 
United Funds, and other parties interested in the 
raising of funds for health causes, with a view toward 
resolving misinterpretations and other difficulties in 
this area. 


Miscellaneous Actions 


In dealing with a wide variety of other subjects, the 
House also: 

Took notice of the recent restrictive changes in the 
Medicare program; expressed regret at the substitu- 
tion of federal facilities for private care in the areas 
mentioned, and urged the association to encourage 
the reestablishment of services under the free choice 
principle to accomplish the original intent of the act; 

Recommended that the Social Security Act be 
amended by Congress to permit states to combine the 
present four Public Assistance medical programs into 
a single medical program, administered by a single 
agency and making available uniformity of services to 
all eligible public assistance recipients in the state; 

Authorized the Council on Medical Service to spon- 
sor at the earliest practicable date a Congress on Pre- 
paid Health Insurance ; 

Approved a plan to develop ‘Buyers’ Guides” 
which will be sent to physicians to help their patients 
analyze the merits of available health insurance pro- 
grams ; 

Approved a Bylaw amendment which will allow 
dues exemptions for interns and residents serving 
in training programs approved by the Council on 
Medical Education and Hospitals ; 

Called to the attention of all individuals or insti- 
tutions responsible for intern and resident training 
that medical services provided to patients in hospi- 
tals are the responsibility of duly licensed physicians ; 

Encouraged the voluntary registration of the para- 
medical personnel who assist physicians, but op- 
posed the extension of governmental licensure and 
governmental registration at this time; 

Heartily approved and lauded the purpose, con- 
tent and format of The A.M.A. News and recom- 
mend continuance of the publication under its pres- 
ent and established policies ; 

Agreed with the Committee on Medical Practices 
that relative value studies should be conducted by 
each constituent medical association but not on a 
national or regional basis by the A.M.A.; 

Urged each constituent society to establish a com- 
mittee on rehabilitation to carry out activities recom- 
mended by the Board of Trustees ; 


Called for continued activity at all levels to stim- 
ulate the development of effective poliomyelitis inoc- 
ulation programs ; 

Suggested that the association take immediate steps 
toward developing a plan whereby reserve medical 
units and individuals not immediately involved in 
military operations could be used to supplement civil 
defense operations, and 

Expressed gratitude and appreciation for the long 
years of devoted service by Dr. Austin Smith, who has 
resigned as editor of The Journal of the American 
Medical Association. 

At the opening session, six state medical societies 
contributed a total of almost $250,000 to the Ameri- 
can Medical Education Foundation. The gifts were: 
California, $150,305.75 ; Indiana, $35,110; New Jer- 
sey, $25,000; New York, $19,608; Utah, $9,977.50, 
and Arizona, $8,657.50. In addition, the American 
Medical Association announced a contribution of 
$100,000 to the foundation. 

It also was announced on the opening day of the 
meeting that Dr. W. Linwood Ball of Richmond, 
Virginia, A.M.A. vice president, had been appointed 
to the Board of Trustees to fill the vacancy caused by 
the recent death of Dr. Warren Furey of Chicago. Dr. 
Ball, who will serve on the board until next June, said 
he will not be a candidate to succeed himself. 


Society on Hypnosis Formed 


The Kansas Society of Clinical Hypnosis has been 
organized as a component of the American Society 
of Clinical Hypnosis, following a year of planning. 
Regular meetings are scheduled, with the next set 
for January 21 at 3101 East Ninth Street, Wichita. 

Membership is open to any qualified physician, 
dentist, or psychologist who has recognized training 
in hypnosis and is using it in his practice. 

Officers of the group are: V. G. Henry, Jr., M.D., 
Newton, president; Donald W. Smitherman, Ph.D., 
Wichita, vice-president; Earl R. Sheets, D.DS., 
Newton, secretary, and Eldon T. Rich, M.D., Newton, 
treasurer. Information about the organization may 
be secured from the secretary, Dr. Sheets, Railroad 
Loan Building, Newton. 


The 100th annual meeting of the Kansas Medical 
Society will be held in Topeka, May 3-7. Hotel reser- 
vations for this centennial meeting should be made 
early. 


Kansas will be host to the National Conference on 
Rural Health, to be held at Wichita, March 5-7. 
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BLUE SHIELD 


The cooperation of medical doctors in Lyon County 
has made possible an experiment in providing ex- 
tensive prepaid medical and hospital benefits for 
Blue Cross-Blue Shield members over age 65 in that 
county. The new experimental program went into 
effect on December 1, according to Dr. Edward J. 
Ryan, president of Kansas Blue Shield. 

The project, described as a “‘one-year experiment to 
develop a plan for providing sufficient and economi- 
cal health care and prepaid benefits for all self-sup- 
porting people in a community, including the aged” 
is sponsored by the Lyon County Medical Society, the 
two hospitals in the county, and Kansas Blue Cross- 
Blue Shield. 


A Unique Undertaking 


This is a unique project in that it is the first time 
such an experiment has been attempted in Kansas, 
and it is believed it is one of the first experiments of 
this nature in the country. The program will be limit- 
ed to Lyon County at least this first year, until results 
can be determined. 

Complete cooperation has been pledged in this 
project by the Lyon County Medical Society and hos- 
pitals in an effort to cut down, if possible, any exist- 
ing unnecessary hospitalization. The State Commis- 
sioner of Insurance, Frank Sullivan, studied the pro- 
gram carefully before approving it early in Novem- 
ber. 

Dr. K. L. Lohmeyer, Emporia, is chairman of the 
Lyon County Medical Society’s committee that is 
working closely with Kansas Blue Cross-Blue Shield 
in planning the program for Lyon County. Other 
members of the committee are Drs. R. F. Conard, 
W. E. Luedtke, P. W. Morgan, S. L. VanderVelde, 
and E. J. Ryan. The latter is an ex-officio member of 
the committee by virtue of his office as president of 
Kansas Blue Shield. Ivan Anderson, administrator of 
Newman Memorial Hospital, is also a member of the 
planning group. 


Benefits Included 


Starting December 1, 1958, for a limited period of 
time, Kansas Blue Cross-Blue Shield, at no additional 
cost to members, will provide its members over age 
65 in Lyon County the following benefits, when pre- 
scribed by a physician. These benefits are in addition 
to their present hospital-surgical benefits. 

Visiting nurse service in the home, either registered 
or licensed practical nurse or nurse’s aide as requested 
by the physician. Other types of health care services 
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may also be provided as the physician may request 
and to the extent that they are available in the com- 
munity, such as a registered physical therapist. The 
new visiting nurse service will have headquarters at 
Newmar. Memorial Hospital. 

Out- patient diagnostic services for other than hos- 
pitalized bed-patients. 

Home and office calls as based upon the judgment 
of the physician. 

Payment of 50 per cent of the drugs which require 
a prescription for non-hospitalized patients. 

For Blue Cross-Blue Shield members under age 65, 
limited home care benefits such as visiting nurse serv- 
ice will be made available during the period of the 
experiment. These benefits will also be made available 
without any additional cost to members and will be in 
addition to their present hospital-surgical-medical 
benefits. 


May Decrease Hospital Days 


It is anticipated that members will use hospital 
services less by substituting the out-of-hospital serv- 
ices when medically feasible. 

All Blue Cross-Blue Shield members will be noti- 
fied of the benefits to which they are entitled during 
the period of this experiment. 


Nursing Services Available to the Community 


Dr. Lohmeyer stated that the visiting nurse service 
in the home will be made available to all people in 
Lyon County for the period of this experimental pro- 
gram. Any Lyon County resident may use this service 
when it is prescribed by a physician. People other than 
Blue Cross-Blue Shield members will pay for the serv- 
ice directly. 


Purpose of Experiment 


It is anticipated that the results of the experiment 
in Lyon County will reveal a combination of medical 
services and prepaid benefits that provide the opti- 
mum efficiency and economy in medical care for the 
aged. It is hoped that the use of certain home and 
out-patient benefits will reduce the use of in-hospital 
benefits particularly for members over age 65 and 
therefore introduce some economy into the health 
care and prepaid benefits required by the aged. 

It is hoped that these results will stimulate the 
community of Lyon County to develop and maintain 
a health prepayment program in which all citizens 
will participate and which will provide prepaid medi- 
cal care for all ages at a cost and in a manner all ages 
in the community will support. 


Meets Urgent Need 


“During the past decade, use of extensive hospital 
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benefits has increased at a steady pace. Special patterns 
of benefits are being offered in this experimental pro- 
ject in Lyon County to meet the urgent need facing 
the people of Kansas to find a way in which a com- 
munity, through its own resources, can finance essen- 
tial care for all members in the community, including 
the aged,” Dr. Ryan stated in his description of the 
experiment. 

Dr. Thomas P. Butcher, president of the Kansas 
Medical Society, explained, “We have been en- 
couraged by the leadership the Lyon County Medical 
Society has taken in this project and the cooperation 
received from the hospitals in Lyon County. It is our 
hope that this experiment will show the way for the 
development of community-wide prepayment plans 
across the state and nation, demonstrating the capacity 
of communities to finance the needed level of high- 
quality medical care for aged citizens without further 
dependence upon the federal government.” 


ANNOUNCEMENTS 


Sectional meeting, American College of Surgeons, 
St. Louis, March 9-12. Headquarters, Kiel Audi- 
torium; clinics at Barnes Hospital, St. Louis Univer- 
sity Hospitals, St. Luke’s Hospital, and Veterans 
Administration Hospital. Write Dr. Michael L. Mason, 
40 East Erie Street, Chicago. 


Essay contest sponsored by Mississippi Valley 
Medical Society in 1959. Open to all physicians 
who are members of A.M.A. Any subject of general 
medical or surgical interest. Information available 
from Dr. Harold Swanberg, 209 W.C.U. Building, 
Quincy, Illinois. 


Information on examinations given by American 
Board of Obstetrics and Gynecology available from 
Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 


Seventh postgraduate course on diabetes and basic 


metabolic problems, St. Louis, January 21-24, under 
sponsorship of American Diabetes Association and 
St. Louis schools of medicine. Information available 
from American Diabetes Association, 1 East 45th 
Street, New York 17, New York. 


Postgraduate course on diseases of the chest spon- 
sored by American College of Chest Physicians, 
Sheraton Hotel, Philadelphia, March 30-April 3. 


Write the College, 112 East Chestnut Street, Chicago 
11, Illinois. 


Fellowships in industrial medicine offered in Cin- 
cinnati. Write Secretary, Institute of Industrial Health, 
College of Medicine, Eden and Bethesda Avenues, 
Cincitinati 19, Ohio. 


DEATH NOTICES 


ATHOL COCHRAN, M.D. 


Dr. Athol Cochran, 71, an honorary member 
of the Pratt County Medical Society, died in 
Joplin, Missouri, on October 19 of injuries 
received in an automobile accident. A graduate 
of Memphis Hospital Medical College, Mem- 
phis, Tennessee, in 1902, he began practice in 
Pratt and continued there until his retirement 
in 1950. 


AVERY MoRTOMER GARTON, M.D. 


A 75-year-old physician in Chanute, Dr. 
A. M. Garton, died at his home on November 
27 after suffering a heart attack. He had prac- 
ticed in Chanute since 1909, a year after his 
graduation from the University of Kansas School 
of Medicine. He was a member of the Neosho 
County Medical Society. 


HAROLD THOES Morris, M.D. 


Dr. H. T. Morris, 63, a cardiologist in 
Topeka, died at his home on December 3. A 
gtaduate of Northwestern University Medical 
School in 1919, he came to Kansas in 1920 
and began practice in Topeka. He was a mem- 
ber of the Shawnee County Medical Society. 
Among the survivors is a son, Dr. M. D. 
Morris, who practices in Topeka. 


JOHN FREDRICK NortuHrRuP, M.D. 


An honorary member of the Shawnee County 
Medical Society, Dr. J. F. Northrup, 83, died 
on December 7. After graduation from Hahne- 
mann Medical College of the Kansas City 
University in 1899, he practiced in Soldier for 
eight years, then went to Junction City, and 
opened an office in Topeka in 1923. 
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Economics in Medicine 


Business Expenses Must Be Controlled 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


While the income you earn is certainly of primary 
importance to your financial program, it is not the 
only factor to be studied carefully. Having established 
the most effective procedures for collecting the money 
due you, your next step is to be prudent in spending 
that money. 

A portion of your income automatically is paid out 
for business expenses. While many of these expenses 
are fixed, they cannot be ignored. It is important for 
you to know what portion of your monthly income is 
spent to produce that income. 

Divide your total cash receipts into your total busi- 
ness expenses. That figure is commonly referred to as 
your “overhead percentage.” The relationship of your 
overhead to your financial program can readily be 
seen in this illustration. A hard-working doctor earned 
$60,000 gross income in one year, but his overhead 
ran between 50 and 60 per cent. This meant a net 
profit to him of approximately $27,000. 

Compare those results with the net profit of the 
doctor who earned $45,000 but kept his overhead 
down to 35 per cent. His net was $29,250 for the 
same period. This doctor was probably not working 
as hard, but he realized a greater return for his efforts 
by controlling his expenses. 

The average physician’s overhead should run be- 
tween 35 and 40 per cent. This, of course, varies with 
certain conditions, but it should never be appreciably 
higher in any practice. 

If your overhead percentage is too high, it may be 
that your expenses are out of line. However, it is also 
possible that your volume is too low, your fees are in- 
adequate, or your collections are poor. It is essential 
that you find out why if your overhead is above aver- 
age! 


Drugs 

One item to watch carefully is your drug expense. 
Many doctors are losing money by dispensing. Some 
do not like to charge the full office call fee if medi- 
cation is given to the patient at that visit, so they re- 
duce their fee. There have been many cases where a 
doctor has increased his income from services several 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
Management Mid-West, 4010 Washington Street, Kansas 
City, Missouri. 
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hundred dollars a month just by prescribing instead 
of dispensing. The reason was not that he saw more 
patients or that he raised his fees, but rather that he 
began charging his regular fee for office calls in all 
cases. Others do not have an adequate mark-up on 
their drugs. A recent survey showed a 300 per cent 
variance on the price of the same drugs dispensed by 
different doctors! 

Still other physicians who have collection problems 
find they are not only losing their fees for services 
but for drugs as well. The average patient knows he 
will be expected to pay for medication he purchases at 
the pharmacy, but many patients routinely “charge” 
them in the doctor's office. If you dispense, it is not 
unreasonable to require that the patient pay cash for 
drugs given to him. However, we are strongly op- 
posed to signs stating that “All Drugs Are Cash.” 
This is too cold and impersonal an approach. It is 
far better for your assistant to inform the patient. ‘It 
is our policy to require payment for all drugs dis- 
pensed.”” If the patient objects, it is easy for her to 
explain, “We keep medications here in the office for 
the convenience of our patients, Mrs. Brown, but I’m 
sure that you can see we must ask patients to pay as 
they obtain the drugs so we can keep our supply cur- 
rent. This is no more than would be required of you 
at the drugstore.” 


Salaries 


The second variable expense to be observed is your 
salary expense. Remember, you can’t pay too much 
for a good girl, but whatever you pay for a poor as- 
sistant is too much. 

Your salary expense is a guide to the efficiency of 
your office. If it is out of line, it may warn you that 
your assistants are not producing as they should. If it 
is too low, perhaps you should consider giving your 
assistant a raise to be sure she is adequately paid for 
her services. Generally, salary expense runs between 
10 per cent and 12 per cent of cash receipts. 

Give careful study to your expenses. They will 
help you control your practice by informing you of 
the efficiency of your operation. They are also a vital 
factor in your financial program and in your ability to 
fulfill the plans you have made for yourself and your 
family. 
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PHYSICIANS’ ACTIVITIES 


Dr. Paul J. O’Connell, Kansas City, who has prac- 
ticed for 48 years, was honored by the Greater Kan- 
sas City chapter of the American Academy of Gen- 
eral Practice at a party on November 27. He was 
presented a “Book of Life’ depicting his activities. 


Dr. and Mrs. Ira R. Morrison, Atchison, re- 
turned recently from a trip to Europe. Dr. Morrison 
spoke at a meeting of the International Congress of 
Allergy in Paris. 


A feature story about Dr. LaVerne B. Spake, 
Kansas City, was published in the Kansas City Kansan 
for November 23. 


Dr. Charles J. Bliss, Perry, was guest of honor 
at an “appreciation” party sponsored by his com- 
munity last month. He has practiced in Perry for 39 
years. Three hundred persons were present. 


“Footprints” was the subject chosen by Dr. Karl A. 
Menninger, Topeka, for an address before the Bos- 
ton Psychoanalytic Institute last month. 


Dr. Benjamin E. White, El Dorado, has been re- 
elected to a second term as coroner of Butler County. 


Dr. Maurice J. Ryan, Kansas City, has been 
named president of the Kansas City Southwest 
Clinical Society for 1959. Another Kansan, Dr. 
William T. Sirridge, is associate director of clinics 
for the year. 


A feature story about Dr. Charles Pokorny, Hal- 
stead, and his hobby of growing orchids, was pub- 
lished in a recent issue of the Hutchinson News. 


Dr. John D. Smith, Sublette, announces that Dr. 
Walter E. Blevins is now associated with him in 
practice. Dr. Blevins, a graduate of the University of 
Oklahoma School of Medicine, formerly practiced 
in Liberal. 


A feature story about Dr. Richard A. Stewart, 
90-year-old co-founder of the first hospital in Hutch- 


inson, was published in the Hutchinson News recent- 
ly. Dr. Stewart retired from practice in 1949. 


“Growth of the University Medical School in the 
Past Ten Years” was the subject chosen by Dr. W. 
Clarke Wescoe, dean of the school, for an address 
before a recent meeting of the Sedgwick County KU 
Alumni Association in Wichita. 


Dr. William R. Miller, Wichita, discussed “Ath- 
letic Injuries’ at a teachers’ convention held in 
Hutchinson in November. 


Dr. Lucien R. McGill, who had not filed as a 
candidate for the office of coroner of Barton County, 
was reelected in November on the basis of 62 write-in 
votes. 


Dr. Robert C. Fairchild, Mission, has been ap- 
pointed to the board of directors of the Kaw Valley 
Heart Association. 


Dr. William L. Valk, of the University of Kansas 
School of Medicine, has been named a member of 
the editorial board of the Journal of Urology. 


A Salina radiologist, Dr. Donald M. Wald, has 
announced plans to spend one day a week at the 
hospital in Clay Center. 


Dr. Harry M. Ricketts, Ottawa, was recently ap- 
pointed health officer for Franklin County. 


The American College of Physicians announces the 
awarding of a fellowship to Dr. Charles Kendall, 
Concordia. A grant of $3,900 was awarded for re- 
search on refractory heart failures, the study to be 
pursued at the University of Kansas Medical Center, 
Kansas City. 


Dr. Floyd L. Smith, Colby, addressed the Cham- 
ber of Commerce there recently on the past, present, 
and future of the local hospital. 


Dr. Russell J. Eilers, assistant professor of pathol- 
ogy at the University of Kansas Medical Center, has 
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been appointed to the board of directors of the North 
Central District Blood Bank Clearing House. 


Plans to discontinue practice in Baldwin have been 
announced by Dr. James S. Reed, who has been 
there since 1955. He will move to Lawrence to prac- 
tice in association with Dr. Byron W. Walters. 


Dr. Ralph J. Rettenmaier was recently appointed 
instructor in pathology at the University of Kansas 
School of Medicine, Kansas City. 


The American Medical Writers’ Association an- 
nounces the election of Dr. Karl A. Menninger, 
Topeka, as first vice-president. 


Dr. Thomas P. Butcher, Emporia, is serving a 
two-year term as a director of the Mississippi Valley 
Medical Society. 


Test to Kill Free Cancer Cells 


A preliminary report on the use of a chlorine de- 
rivative to kill free cancer cells in an effort to reduce 
the incidence of cancer recurrence after colon sur- 
gery was made recently by a Philadelphia surgeon. 

Speaking before the western regional meeting of 
the United States Section, International College of 
Surgeons, Dr. Harry E. Bacon said tests on the use 
of a new chemical known as Clorpactin XCB have 
been under way since last March. 

Dr. Bacon, who is professor and head of the de- 
partment of proctology, Temple University Medi- 
cal Department, Philadelphia, said that while he was 
impressed with the potentialities of Clorpactin XCB 
he emphasized that “an additional period of time 
with a larger number of patients and similar studies 
by interested groups of workers will be required be- 
fore basic conclusions can be reached.” 

He pointed out that various reports show a local 
cancer recurrence of from 14 to 26 per cent and a 
resulting mortality of 15 per cent after an opera- 
tion for cancer of the colon and rectum. Available 
reports also indicate the presence of free cancer cells 
in the bowel in about 32 per cent of the cases 
studied, he said. There also is danger of seepage into 
the abdominal cavity. 

“All these factors tend to negate our ‘procedure 
for cure’ that we so meticulously and conscientiously 
strive for constantly,” Dr. Bacon said. 

In an effort to overcome this problem, he said 
Clorpactin XCB is being used as a lavage. 

“XCB has been shown to possess a definite can- 
cericidal action against free viable cells, singly or 


in clusters,” he reported. “This action occurs within 
three minutes after contact of the solution and cells. 

“The mode of action is by the liberation of hy- 
pochlorous acid in both liquid and gaseous forms, 
the end result being oxychlorination of the individual 
cells. Tumor fragments, however, are not considered 
as prime targets. 

‘Fecal matter in the lumen tends to offset this 
specific action to a degree that the bowel must be 
quite empty to obtain maximal action. Repeatedly, 
we have employed as much as 1,000 cc. in the peri- 
toneal cavity and at no time have harmful effects 
on normal tissue been observed. 

“While the exposed tissue may turn a dark brown 
color it does not appear to interfere with normal tis- 
sue growth or satisfactory wound healing. 

“A sufficient period has not elapsed wherein a 
statistical report can be made,” Dr. Bacon reported. 
“Smears taken for viable cells and chemical tissue 
reaction will be evaluated by joint cooperation with 
the department of pathology. 

“It may be mentioned that we have encountered 
no untoward effects. We have been impressed with 
the investigations recognizing the potential of XCB. 
If we accept this premise, we may anticipate a low- 
ered raie of recurrence.” 

Dr. Bacon said other scientific workers are mak- 
ing studies along similar lines. 


The Outlook in Hypertension 


Some 60 authorities on the subject of high blood 
pressure, meeting in Philadelphia recently for a week- 
long discussion of where hypertension researchers 
stand and where they are going, agreed generally on 
two points: 

1. In the past eight years, since the last full-dress 
conference on high blood pressure was held in Min- 
neapolis, the outlook for hypertensive patients has im- 
proved by leaps and bounds. 

2. The next few years promise even greater dis- 
coveries, perhaps even an understanding of the basic 
cause of blood pressure—the key to control, preven- 
tion, or even reversal of the process. 

On past progress, a statement by Dr. John H. 
Moyer, professor of medicine at Hahnemann Medical 
College and organizer of the symposium, sums up the 
situation: 

“Eight years ago malignant hypertension was fatal 
in 90 per cent of cases within two years. Under cur- 
rent treatments, one series of patients demonstrates a 
reduction of mortality to about 15 per cent.” 

This mortality rate of 90 per cent within two years 
—some authorities say almost 100 per cent—is even 
higher than the mortality rate of cancer or coronary 
occlusion. 
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COUNTY SOCIETIES 


A meeting of the Tri-County Medical Society 
was held at Harper in November. Dr. Richard L. 
Sifford, Wichita, discussed ‘Modern Concepts of 
Cardiovascular Disease, Diagnosis, and Treatment.” 


Members of the Nemaha County Society met in 
Seneca last month and discussed plans for the Na- 
tional Conference on Rural Health to be held in 
Wichita in March. 


J. F. Crow, Ph. D., professor of genetics at Wis- 
consin University and a brother of Dr. E. W. Crow of 
Wichita, was guest speaker at the December 2 meet- 
ing of the Sedgwick County Medical Society. He 
spoke on ‘Genetics in Medicine and the Biologic 
Effects of Radiation.” 

Vacancies on various boards of the society were 
filled by the following appointments made by the 
Board of Directors: Dr. Harry T. Hidaka to a two- 
year term on the Board of Directors; Dr. Benjamin 
W. Barker to a three-year term on the Medical Serv- 
ice Bureau; Dr. Charles L. Williams and Dr. William 
J. Reals to three-year terms on the Library Board; 
Dr. Harold L. Low and Dr. James H. Holt to three- 
year terms on the Executive Council. 


In an effort to find unknown diabetic patients, the 
Douglas County Medical Society gave tests without 
charge during National Diabetes Detection Week 
and received good newspaper publicity during the 
event. 


Dr. G. Sherman Ripley, Jr., was elected president 
of the Saline County Medical Society at the December 
meeting of the group in Salina. Other officers are: 
Dr. Henry S. Dreher, Jr., vice-president ; Dr. Ciarence 
J. Weber, secretary, and Dr. Frederick A. Gans, 
treasurer. Physicians from Schilling Air Force Base 
were guests at the meeting. 


Members of the Montgomery County Medical 
Society were guests of the Montgomery County Bar 
Association at a dinner meeting at the Coffeyville 
Country Club last month. Mr. Al Grauerholz spoke 
on ‘Legal Aspects of Medicine,” and a film on 
cardiac surgery was shown. 


New officers of the Dickinson County Medical 
Society were elected at a meeting held in Hope last 


month. Dr. Archie W. Butcher, president, will be 
assisted during 1959 by Dr. Dean C. Chaffee, vice- 
president, and Dr. George C. Steinberger, secretary- 
treasurer. Dr. Butcher will also represent the group 
as delegate to meetings of the Kansas Medical Society. 


Publicity in the Manhattan Mercury last month 
attested to the effectiveness of the Riley County 
Medical Society in staging a disaster rehearsal. Twenty- 
five Boy Scouts played roles of injured persons and 
were transported to hospitals. 


Dr. Bruce G. Smith, Arkansas City, was elected 
1959 president of the Cowley County Medical Society 
at a meeting held last month at the Winfield Country 
Club. Other officers are: Dr. Laslo K. Chont, Win- 
field, vice-president ; Dr. Calvin J. Zerwick, Arkansas 
City, secretary; Dr. Charles C. Hawke, Winfield, 
member of the board of censors, and Dr. James E. 
Hill, Arkansas City, delegate. 

Dr. Arthur P. Klotz, chief of the section of gastro- 
enterology at the University of Kansas School of 
Medicine, spoke on ‘Functional Disorders of the 
Gastrointestinal System.” 


Members of the Iroquois Medical Society enter- 
tained their wives and the administrators of the 
hospitals in the area at a dinner meeting in Meade 
last month. Dr. R. H. Hill, Meade, a member of the 
Kansas Medical Society Committee on Hospitals, 
outlined the committee’s work in writing an ac- 
creditation code for small hospitals. 


“The Relationship of Christian Faith to Health” 
was the subject discussed by Dr. William Williamson, 
professor of neurosurgery at the University of Kansas , 
Medical Center, at a recent meeting of the Tri-County 
Medica! Society in Marion. 


At a meeting of the Leavenworth County Medical 
Society, held at Leavenworth last month, Dr. Frank 
W. Masters, assistant professor of surgery at the 
University of Kansas School of Medicine, spoke on 
“Facial Trauma.” 


Physicians of the Society's first district entertained 
their wives at a dinner meeting at the Redmon 
Hotel, Hiawatha, on December 15. Dr. Emerson 
Yoder, councilor, presided. Dr. Virgil E. Brown, 
Sabetha, told of plans for the National Conference 
on Rural Health, to be held in Wichita, March 5-7, 
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and Dr. Thomas M. Butcher, Emporia, president of 
the Society, described a plan for prepaid medical 
care for the aged. 


Dr. Wayne L. Fowler was named president of the 
Cloud County Medical Society for 1959 at a meet- 
ing held at Concordia, December 9. Other officers 
are: Dr. Marion C. Pearson, vice-president, and Dr. 
Arthur L. Duell, secretary-treasurer. The physicians 
will hold the same offices on the staff of St. Joseph’s 
Hospital, Concordia. 


Officers of the Leavenworth County Medical Society, 
elected at a meeting held at Leavenworth on December 
8, are: president, Dr. Thomas W. Graham; vice- 
president, Dr. Kenneth A. Powell, and secretary, Dr. 
J. Malcolm Graham. Dr. Thomas P. Butcher, Em- 
poria, outlined a plan for providing medical care for 
the aged. 


Members of the Shawnee County Medical Socitey 
entertained their wives at a dinner dance at the 
Topeka Country Club on December 17. Mr. John 
Ripley showed slides of early-day Topeka. Music 
for dancing was furnished by Les Harding’s orchestra. 


Giant TV Set for Medical Use 


The largest and most advanced compatible color 
TV “set” in the world—a 1500-pound electronic 
projector capable of presenting pictures 9 by 12 feet 
—has been built in the Netherlands for use at U. S. 
medical meetings, Smith Kline & French Laboratories 
announced recently. 

Built by the famed Holland electronics firm of Phil- 
ips, the device is actually three projectors in one. Each 
projector sends a different color onto the screen. Over- 
lapping of graded images in the primary colors pro- 
vides the shadings and variations seen on the screen. 
When Smith Kline & French Laboratories, Phila- 
delphia pharmaceutical firm, pioneered medical color 
television more than nine years ago, the only viewing 
equipment consisted of 10-inch home-style screens. 
Later, Smith Kline & French utilized U. S.-built pro- 
jectors capable of pictures 4 by 6 feet. The larger the 
picture, however, the less brilliant the projected image 
—hence the search for an improved projector that 
would provide both brilliance and large screen-size. 
The Philips unit can project pictures four times 
larger or three times brighter than the most advanced 
compatible color TV equipment manufactured here. 
The improvement in brightness and size may make it 
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possible to view medical color television in normally- 
lit convention auditoriums. 

The first Philips large-screen color TV projector 
was installed permanently in France recently at the 
Faculté de Médecine et de Pharmacie de Marseilles. 
The Smith Kline & French projector, not a stationary 
installation, will be part of SKF’s mobile medical 
color television unit, which travels 25,000 miles an- 
nually. Modifications for the projector’s U. S. use 
were designed by North American Philips Co., Inc., 
and the SKF crew. 


Bulletin on Trichomonas Vaginalis 


A new monthly publication, The Trichomonas 
Vaginalis Bulletin, is being published by Eaton 
Laboratories, Norwich, New York, as part of its 
program of informational services to physicians, 
L. Eugene Daily, M.D., vice-president, has announced. 

The bulletin, which is mailed to urologists, ob- 
stetricians, gynecologists, industrial and other phy- 
sicians provides a review of the literature on Tri- 
chomonas vaginalis from non-English speaking coun- 
tries. It is edited by Rolland J. Main, Ph.D., director 
of Eaton’s division of scientific information. 

“Because of the growing interest in Trichomonas 
vaginalis, the bulletin was added to the roster of 
publications provided by Eaton to review new medi- 
cal developments—particularly those reported in 
the foreign literature,” Dr. Daily said. Other Eaton 
publications include the International Urologic News 
Bulletin and the Medical Director's Notebook. 

In addition to covering the literature on Tricho- 
monas vaginalis, the bulletin will also cover reports 
of interest on vaginal moniliasis and bacterial vagi- 
nitis. The first issue appeared in September. 


Film to Aid Pediatric Surgery 


A color film depicting various pediatric premedica- 
tion procedures and techniques to allay children’s 
fear of surgery has been prepared by Dr. Max S. 
Sadove, anesthesiologist, in cooperation with Wyeth 
Laboratories. It presents several typical pediatric cases 
from admission to discharge, with emphasis on pre- 
and postoperative care. 

Requests for showing should be addressed to Film 
Library, Wyeth Laboratories, Box 8299, Philadelphia 
1, Pennsylvania. 


More than 26 per cent of the drivers in fatal 
crashes last year were under 25 years of age. On the 
other hand, 96.6 per cent of the fatal accident driv- 
ers had over one year’s driving experience. 
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BOOK REVIEWS 


Poisoning: A Guide to Clinical Diagnosis and 
Treatment: Second Edition. By W. F. von Oettingen, 
National Institute of Health. Published by W. B. 
Saunders, Philadelphia, 1958. 627 pages. Price 
$12.50. 


Dr. Von Oettingen has presented the medical fra- 
ternity with a useful text. His stated intention has 
been to provide in a single source the information 
needed for medically solving the problem of detection 
of a poisoning, and then successfully treating the 
poisoned patient. This aim has been fully attained 
in this writing. 

The fourth and largest section of this book, 396 
pages, is composed of an alphabetically arranged 
listing of poisons and drugs capable of producing 
toxic reactions. An adequate description of the 
clinical signs and symptoms produced by the listed 
toxicant and the main therapeutic measures to be 
employed in such a situation appear under each name. 
Most of the descriptions contain as well a biblio- 
graphical reference list for more detailed information 
and study. This section is in itself an index of sorts, 
but the general index of 28 pages is indeed more 
useful. 

For instance, in part IV, Jimson-weed is not listed 
in the alphabetical sequence as such, but is listed 
under the constituent toxicant name of Datura Stra- 
monium. Inasmuch as the lay person as well as most 
physicians probably would not recognize this term, 
Jimson-weed appears in the general index under the 
more commonly used names of Jimson-weed, James- 
town-weed, Devil’s apple, Thorn apple, and Stink- 
weed. Thus a description of its toxic pharmacologic 
properties, and the measure of combating same, may 
be more easily found. Quite obviously, such cross 
listing materially enhances the usefulness of the text 
when the name of the poison is known. Proportion- 
ately more space is devoted to the more common 
toxic agents, their signs and symptoms, and treat- 
ment. Aspirin, and the barbiturates, are examples. 

In an effort to provide a systematic program for 
rapid identification of the unknown poison, Dr. Von 
Oettingen has prepared a section of over 100 pages 
in which individual signs and symptoms as clinically 
experienced are discussed. This is Part II. The ap- 
preciable changes in structure and altered physio- 
logical effects are grouped into the body systems 
involved, such as the skin, circulatory system, diges- 
tive system, etc., for easy regional reference. Under 
the discussion of each such sign or symptom is a list- 
ing of those substances commonly involved in their 
production, with an indication of the relative frequen- 
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cy of experienced incrimination. Thus with a given set 
of signs and symptoms, the investigator may begin 
by elimination to appreciate the nature of the toxic 
agent involved in the problem and ultimately to 
focus attention on a few prime suspect substances. 

Included in the section also are methods of testing 
blood and urine specimens for chemical identification 
of the toxin. Only those procedures that can be ac- 
complished in the office or hospital laboratory in a 
practical fashion are mentioned. 

Unfortunately, while speculation about, and identi- 
fication of, the specific toxicant is going on, treat- 
ment must normally be undertaken too. In Part III 
of this volume, technics for the management of 
symptom control, methods of removal of the toxicant, 
and the possible means of detoxifying the poison are 
concisely but thoroughly outlined. 

In Part I of this volume are discussed the topics 
of the classification and diagnosis of poisonings in 
general terms, medico-legal responsibilities, and 
emergency measures to be employed in these problems. 
Included in the latter is a list of equipment for 
emergency use as well as a list of drugs and chemicals 
of value. 

In style, format, and information this text is excel- 
lent and should occupy a niche in every Poison Con- 
trol Center library, and perhaps one as well on any 
practitioner's shelf —T.C.H. 


What Do We Know about Heart Attacks? By 
John W. Gofman, M.D. Published by G. P. Putnam's 
Sons, New York City. 180 pages. Price $3.50. 


This book is intended for reading by the general 
public. It amounts to 180 pages which should be 
entitled: “‘How the Serum Lipoprotein Measurement 
Can Solve the Heart Attack Problem.” There is 
general consideration of the fatty substances in the 
blood and their relation to cardiovascular disease. In 
addition there is discussion of additional factors such 
as age, sex, body weight, high blood pressure, familial 
factors, cigarette smoking, emotional stress, physical 
activity, and a single chapter delegated to diabetes 
and heart attacks. 

The book is repetitious in many respects. Each of 
the above is analyzed rather carefully in regard to 
the known aspects of physical and laboratory factors 
with special emphasis on the serum lipoproteins. A 
great number of charts are given with specific lipo- 
protein levels for the various influences involved. 
Considerable discussion is also given to research 
methods which have substantiated the value of lipo- 
protein and Atherogenic Index levels in prognostica- 
tion of heart attacks and prognosis after a heart 
attack. 

There is no argument that this laboratory measure- 
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ment is a great step in the understanding of athero- 
sclerosis and its effect upon circulatory diseases. The 
reviewer feels that the detailed information in this 
book should be understood by medical practitioners. 
However, it is not the type of information which 
the general public should know. We find so many 
instances of iatrogenic heart disease produced by the 
physician reporting a slightly elevated blood pressure, 
or slightly elevated serum cholesterol, or if specifically 
checked, a slightly elevated Atherogenic Index. It 
still must be admitted that there is a great deal more 
to the problem than this single laboratory examination. 
The book cannot be recommended for reading by the 
general public—G.B.W. 


Ciba Foundation Colloquy on Aging. Water and 
Electrolyte Metabolism in Relation to Age and Sex. 
Volume 4. Edited for the Ciba Foundation by 
G. E. W. Wolstenholme and Cecilia M. O'Connor. 
Published by Little, Brown and Company, Boston. 
327 pages. Price $8.50. 


This is the fourth colloquy on aging presented by 
the Ciba Foundation. The other three were: 

I. General Aspects 

II. Aging in Transient Tissues 

III. Methodology of the Study of Aging 

This volume presents 27 authorities discussing such 
problems as the development of physiological regu- 
lation of water content, glandular secretion of electro- 
lytes, hormonal aspects of water and electrolyte 
metabolism, the development of acid base control, 
effect of age on electrolytes in the red blood cells, 
effect of age on the body’s tolerance for fasting, 
thirsting, and for overloading with water and certain 
electrolytes. 

Each presentation is followed by a discussion of 
the most interesting points by others at the colloquy. 

One of the most interesting papers reported a 
case of magnesium deficiency presented by Card 
and Marks of Western General Hospital, Edinburgh. 

This volume is certainly worth reading, especially 
to those interested in the physiology and recent 
experimental work in water and electrolyte metabolism. 
—G.W.N. 


Nutritional Problems 


“The most common nutritional problem among 
adults in a prosperous country such as the United 
States is obesity, yet the true incidence of this condi- 
tion is unknown.” That is the opinion of Dr. Grace 
Goldsmith, professor of medicine at Tulane Univer- 
sity School of Medicine, expressed at a symposium 
on nutrition held in New York City recently. 

“The term obesity is not synonymous with over- 
weight,” she continued. “Rather, it means that the 


fat content of the body is excessive. Methods of es- 
timation of total body fat are available but have had 
limited application. There seems little doubt that 
obesity is a hazard to health but the specific role of 
excessive fatness in disease has not been delineated. 
Even the hazards of overweight are the subject of 
controversy. 

“Obesity results from a positive energy balance, 
i.e., the energy supplied by the food consumed is 
greater than the energy expended for basal metabolic 
needs and physical activity. In experimental animals, 
obesity may be due to hereditary metabolic abnor- 
mality, to dysfunction of centers in the nervous sys- 
tem which regulate food intake, and to inactivity. 
Few studies of the regulation of food intake or of 
intermediate metabolism have been conducted in 
obese human subjects. Investigation in this area is 
urgently needed. Studies of energy expenditure in 
man indicate wide variations for a given physical 
activity among individuals of comparable age, sex, 
and body size. 

“Other common nutritional problems encountered 
frequently in times of prosperity are those that result 
from disease; any and all nutrient factors may be 
involved, i.e., protein, carbohydrate, fat, vitamins, 
and minerals. Of increasing interest is the possible 
role of nutrition in the so-called degenerative diseases, 
those conditions commonly associated with the aging 
process. The prevalence of atherosclerosis and its 
complications in prosperous countries is noteworthy. 
The possible relationship of dietary fat to athero- 
sclerosis and coronary artery disease is being exten- 
sively investigated at the present time.” 


BCG Vaccination for Specific Groups 


Five special groups of persons, according to a re- 
cent release from the American Trudeau Society, 
are recommended for BCG vaccination. Any physi- 
cian may obtain the vaccine from Laboratory of Re- 
search Foundation, 70 West Hubbard Street, Chi- 
cago 10, Illinois. 

The five groups are as follows: 

1. Doctors, medical students, and nurses who are 
exposed to tuberculosis ; 

2. All hospital and laboratory personnel whose 
work exposes them to contact with the bacillus of 
tuberculosis ; 

3. Individuals who are unavoidably exposed to in- 
fectious tuberculosis in the home; 

4. Patients and employees in mental hospitals, 
prisons, and other custodial institutions in which the 
incidence of tuberculosis is known to be high; 

5. Children and certain adults considered to have 
inferior resistance and living in communities in which 
the tuberculosis mortality rate is unusually high. 
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ADVERTISEMENTS 


In 
smooth 
muscle 
spasm... 


stress 


relieves 
distress 


Pro-Banthine with Dartal 


Pro-Banthine— 

unexcelled for relief of cholinergic spasm— 

has been combined with 

Dartal— 

new, well-tolerated agent for stabilizing emotions— 
to provide you with 

Pro-Banthine with Dartal— 

for more specific control of functional gastrointestinal 
disorders, especially those aggravated by emotional 
tension. 


Specific Clinical Applications: Functional gastroin- 
testinal disturbances, pylorospasm, peptic ulcer, gas- 
tritis, spastic colon (irritable bowel), biliary dyskinesia. 
Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 mg. 
of Pro-Banthine (brand of propantheline bromide) 
and 5 mg. of Dartal (brand of thiopropazate dihydro- 
chloride). G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 
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34 ADVERTISEMENTS 


All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 


¢ No surprise ‘extras’ — covers periodic in- 
spection, maintenance, replacement tubes, | 
parts 
¥ Freedom to add or replace equipment as | 
improvements appear 


¥ G.E. pays for insurance . . . assumes prob- 
lem of collecting for equipment damage | 


G.E, pays local property taxes 
From 
without capital outlay 


the difference is | 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up mone of your capital... eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for wtility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative listed below. 


Progress ls Our Mest Important Product 
GENERAL @@ ELECTRIC 


RESIDENT REPRESENTATIVES ] 


DIRECT FACTORY BRANCH J. W. HELLER ] 
710 Pk. Lane « Phone 6324 
KANSAS CITY, MO. | 
112 W. 19th St. « Victor 2-1080 WICHITA 


F. C. LISCUM 
2418 Wilma « Phone 7-1053 i 
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ADVERTISEMENTS 


§ prompt, aggressive 
antibiotic action 

aa reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 

It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 

It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
pee anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


ID Squibb Quality — the Priceless Ingredient 


ano ang squise TRADEMARKS 
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ADVERTISEMENTS 


Until the discovery of DECADRON* by MERCK SHARP & DOHME, when your diabetic patients were 


also in need of corticosteroid treatment, you were often faced with a difficult therapeutic dilemma. 
Diabetes mellitus was a recognized contraindication to the use of corticosteroids, since they not 
only aggravated the existing diabetic symptoms, but often precipitated latent diabetes. 


NOW EVEN 


many diabetic patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


DECADRON—the new and most potent of all anti-inflammatory corticosteroids—is 
remarkable for its virtual absence of diabetogenic effect in therapeutic doses. 


DEXAMETHASONE 


to treat more patients 
more effectively 


In clinical trials with some 1,500 patients glycosuria 
was noted in only two, transitory glycosuria in another 
two, and flattening of the glucose tolerance curve in 
one. There were no instances of aggravation of existing 
diabetes, no increase in insulin requirements. Patients 
whose diabetes was severely aggravated on predniso- 
lone showed good tolerance when transferred to 
DECADRON. 

MORE patients can be treated with DECADRON than 
with other corticosteroids, because in addition to being 
practically free of diabetogenic activity, therapy with 
DECADRON is also practically free of sodium retention, 
potassium depletion, hypertension, edema and psychic 
disturbances. Cushingoid effects are fewer and milder. 
DECADRON has not caused any new or “‘peculiar’’ re- 
actions, and has produced neither euphoria nor depres- 
sion, but helps restore a ‘‘natural’’ sense of well-being. 
*DECADRON is a trademark of Merck & Co., Inc., ©1958 Merck 
& Co., Inc. 

4 0 m MERCK SHARP & DOHME 

© DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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unrelated chemically to any 
other drug in current use 
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designed to be equally effective as both 
| a MUSCLE RELAXANT 
4 a TRANQUILIZER 


the first true*TRANQUILAXANT™* 
offering new freedom for your patients... from muscle spasm, 


fi rom tension and anxiety, from side eff ects 3 tran-qui-lax-ant (tran’kwi-lak’sant) 


[ <L. tranquillus, quiet; L. laxare, to 
loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (tichtman) 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT & 


GooD 
FAIR 


EXCELLENT 
GooD 
EXCELLENT 


FAIR 
POOR 


~TRANCOPAL 
IN MUSCULOSKELETAL 
DISORDERS 


35 (28%) 


(9%) 
100 (14%) 
38 (23%) 
21 (17%) 
19 (15%) 


EXCELLENT 


FAIR 
EXCELLENT 


POOR 
GooD 
FAIR 
POOR 


41 (23%) 


48 (21%) 


24 (10%) 
30 (13%) 


2 (1%) 


| 
- 
- 
otal No. Pa 300 167 125 15 


TRANCOPAL...the first true “tranquilaxant” 


Both a muscle relaxant and a calmative agent. 


In musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamate. 


No known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 
depression. 


No perceptible soporific effect, even in high dosage. 


/MUSCULOSKELETAL CONDITIONS 
2929 Patients 


TOTAL 4092 Patients 
MAJOR IMPROVEMENT. 
84% 


PSYCHOGENIC CONDITIONS | 
1163 Patients 


**Cooperative Study, Department of Medical Research, Winthrop Laboratories. 
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Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


FOR CLINICAL EFFECTIVENESS 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four tirnes as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


TRANCOPAL thoroughly 
evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated. 
... In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 


to resume their usual occupations.” 
(Lichtman) 


“The effect of this preparation in these cases [skeletal muscle 


spasm] was excellent and prompt...” 


Trancopal “. . . was effective in relieving the symptoms of 
anxiety ... [with a] profile of pharmacologic actions 


similar to meprobamate.. .” 
(Mullin and Epifano) 


“We have just started using it [Trancopal] for relaxing spastic 


musculature and are very much encouraged.” 
(Baker) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 

Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


iithiuop Laboratories « New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. * Cohen, A. |.: In preparation. * Cooperative 
Study, Department of Medical Research, Winthrop Laboratories. * Gesler, R. M., and Coulston, F.: 
Toxico!. & Appl. Pharmacol. To be publisned. » Gesler, R.M., and Surrey, A. R.: J. Pharmacol. & Exper. 
Therap. 122:24A, Jan., 1958. * Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. Therap. 
122:517, April, 1958. * Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. * Mullin, 
W. G., and Epifano, Leonard: To be published. * Surrey, A. R.; Webb, W. G., and Gesler, R. M.: 
J. Am. Chem. Soc. 80:3469, July 5, 1958. 


Printed in U.S. A. 11-58 (3928A) 
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Low back pain Anxiety and 
~ (lumbago) =—_tension states 
Osteoarthritis ‘Emphysema 
Joint disorders Neurologic 
_ _tenniselbow,etc.) paralysis agitans, 
Myositis = sclerosis, 
hemiplegia, 4 


Tetracyctine-Antihistamine-Analgesic Compound Lederle 


Sinusitis, otitis, tonsillitis, adenitis, bronchitis or 
pneumonitis develops as a serious bacterial complication 
in about one in eight cases of acute upper respiratory 
ion. To protect and relieve the ‘‘cold”’ . 
- ACHROCIDIN. 
Usual dosage: 2 tablets or teaspoonfuls q.i.d. (equiv. Lm. 
tetracycline). Each TABLET contains: ACHROMYCIN® Tetracycline. 


HC1 (125 mg.); phenacetin (120 mg.); caffeine (30 mg.); salicylamide 
(150 mg.); chlorothen citrate (25 mg.). Also as SYRUP, caffeine-free. 


ay Estimate based on epidemiologic study by Van Volkenburgh, 
V.A., and Frost, W. H.: Am. J. Hygiene ne 71:122, Jan. 1933. 


A Divisio! | CAME CYANAMID CQ INY, Pearl River, New York 
LEDERLE LABORATORIES, A Division of AMER! Pe 


enough food! nots”...as well as providing a forum for political 
Fighting hunger in pl like Kabul is just one discussion...the UN has become mankind’s last 
task of the UN’s 19 Specialized agencies and inter- K ABUL great instrument of peace. 
national organizations. Elsewhere, UN teams com- F 

PEE td anal Be an ambassador of the UN in your community. 
bet foods, war against d The world’s leaders actively support the UN... but 
In these practical ways, the UN brings new hope ki R your good will, understanding and support are the 
and happiness into the lives of peoples less for- best guarantees of its success. For the informative 
tunate than we are—at the same time cuts down the F ) W free pamphlet “The UN in Action,” address: 


On the contrary, the problem here in Kabul is not IN nutrition between the world’s “haves” and “have 


discontent that could easily erupt into another war. United States Committee for the United Nations, ~~ 
By narrowing this gap in education, health and Box 1958, Washington 13, D. C. 
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WE BELIEVE 
UNITED STATES COMMITTEE FOR THE UNITED NATIONS, BOX 1958, WASHINGTON 18, D.C. | 
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in every 
arthritic state.. 


Sound, conservative therapy with salicylates has 
been consistently reaffirmed as basic, long-term 
maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance 
therapy. It epitomizes fundamental long-term 
basic therapy since it can be given month after 
month without serious complications and with 
minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high 
and sustained salicylate blood levels. Each tablet 
consists of an outer layer containing a buffer 
(aluminum hydroxide), para-aminobenzoic acid, 
and ascorbic acid; a core of acetylsalicylic acid. 


Buffered abir In’ Tablets 


Each tablet contains: 


Acetylsalicylic acid (5 gr.)............ 
Para-aminobenzoic acid (5 
Dried aluminum hydroxide gel................. 
All Buffered Pabirin is sodium- and potassium-free. 


Dosage: Two or three tablets 3 or 4 times daily. 


maintenance therapy is still fundamental treatment’** 


ESS 
SSZ3q#EBQW 


In the stomach, the outer layer quickly releases 
the buffer, which protects against nausea, 
dyspepsia and other gastrointestinal symptoms 
so frequently encountered with salicylates alone. 
The core of Buffered Pabirin then disintegrates 
rapidly, permitting rapid absorption of the 
acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Ont. (June 25) 1957. 2. Report of Joint 
Committee, Medical Research Council & Nuffield Foundation, 
Treatment of Rheumatoid Arthritis, British Medical Journal 
(April 18) 1957. 3. Friend, D. G.: New England J. Med. 
257:278 (Aug.) 1957. 


Photographs show 2-stage 
Tandem Release disintegration. 


SMITH-DORSEY © a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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No. of 
Conditions treated Patients 
ALL INFECTIONS 558 
Respiratory infections 258 
Pharyngitis and/or tonsillitis 65 
Pneumonia 90 
Infectious asthma 44 
Otitis media 31 
Other respiratory 28 3 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 
Skin and soft tissue infections 191 38 1 
infected wounds, incisions and 
lacerations 41 33 8 ~ 
Abscesses 51 8 - 
Furunculosis 58 51 6 1 
Acne, pustular 43 28 15 = 
Pyoderma 19 19 
Other skin and soft tissue 18 17 1 = 
(infected burns, cellulitis, 
impetigo, ulcers, others) 
Genitourinary infections 28 18 3 6 
Acute pyelitis and cystitis 10 8 2 - 
Urethritis with gonorrhea or cystitis 8 8 - ce 
Pyelonephritis 4 1 - 3 
Salpingitis 5 1 1 3 
Pelvic inflammation with endometriosis 1 i ~- os 
Miscellaneous 42 se 8 4 ry 
(adenitis, enteritis, enterocolitis, bi 
subacute bacterial endocarditis, fever, 5 
hematoma, staphylococcus carriers, ry 
osteomyelitis, tenosynovitis, septic . 
arthritis, acute bursitis, periarthritis) Par 
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over 90% effective 
against resistant staph 


COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI9 


Other Tao advantages: 


Rapidly absorbed —stable in gastric acid,” TAO 
needs no retarding protective coating 

Low in toxicity— freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 


Highly palatable — “practically tasteless”” active 


ingredient in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i:d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
— it may be administered without regard to 
meals. 


Supplied: TAO Capsules—250 mg. and 125 mg., 

bottles of 60. TAO for Oral Suspension—1.5 Gm., 

125 mg. per teaspoonful (5 cc.) when reconsti- 

ere unusually palatable cherry flavor; 2 oz. 
le. 


References: 1.. — R., and Asay, L. D.: J. Pediat. 
in press. 2, Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on “antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Meliman, et al.: Paper presented 
at the Symposium on Antibiotics, Peypetelh D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper tee eg at the Symposium on Antibiotics, 
Washington, D. Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Mntiblotics Annual 1957-1958, New York, N. Y., 
Medical Encyclopedia, Inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the daa gyn 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 
Paper at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 


Tao dosage forms — 
for specific clinical situations 


Tao Pediatric Drops 
For children— flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg. of TAO) and 10 drops (approx. 25 mg. of 
TAO). 10 cc. bottle. 


TaO-AC (Tao analgesic, antihistaminic compound) 


To eradicate pain and physical discomfort in 
respiratory disorders. 
Supplied: In bottles of 36 capsules. 


TaomiD* (Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- . 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
bottles of 60 cc. 


intramuscular or Intravenous 
For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


antibiotic A 2-10 units Tao 2-15 mcg. 
Antibiotic B 5-30 meg. Antibiotic D 2-15 meg. 
antibiotic © 5-30 meg. Antibiotic E 5-30 micg. 


Percentage of organisms inhibited by the range of 
-oncentrations listed for each antibiotic. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World's Well-Being 
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ADVERTISEMENTS 


IF YOU WANT A REAL 
THIRST QUENCHER... 


IF YOU HANKER FORA 
FRESH, CLEAN TASTE... 


IF YOU WANT A QUICK, 
REFRESHING LIFT... 
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ADVERTISEMENTS 


P yribenzamine’ EXPECTORANT 


breaks cough 


even persistent cough 


th 


Patient, factory worker, 
age 43, had suffered for 

| months with persistent, 

dry cough, which he termed 

“‘smoker’s hack.” 


Cough frequently 
interrupted his sleep, 
causing him to be nervous, 
irritable; his job efficiency 
was impaired, 


Chest X-ray was negative 

and the plant physician 
prescribed PYR!BENZAMINE 
EXPECTORANT with 
Ephedrine. Patient noticed 
almost immediate relief— 

a week later felt 
“considerably better.” 


Pyribenzamine Expectorant with Ephedrine provides a unique combination of antitussive agents, 
which work three ways at once to break up the persistent cough: Pyribenzamine relieves histamine- 
induced congestion throughout the respiratory tract; ephedrine relaxes the bronchioles and makes 
breathing easier; ammonium chloride liquefies mucus, relieving dry cough and promoting productive 
#xpectoration. 

Supplied: Pyribenzamine Expectorant with Ephedrine, containing 30 mg. Pyribenzamine citrate (equivalent to 20 mg. 
Pyribenzamine hydrochloride), 10 mg. ephedrine sulfate and 80 mg. ammonium chloride per 4-ml. teaspoon. 
Also available : Pyribenzamine Expectorant: with Codeine and Ephedrine, same formula as above C I B A 
with the addition of 8 mg. codeine phosphate per 4-ml. teaspoon (exempt narcotic). 

Pyribenzamine® citrate (tripelennamine citrate CIBA) 2/2500mK SUMMIT, N. J. 
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Investigator | 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or : 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


Grade|Grade 
il 


28 «4 
WEEKS 


In “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957, 


MERCK SHARP & DOHME oivision of merck & CO., tnc., Philadelphia 1, Pa. 
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INITIATE THERAPY WITH 'DIURIL*. ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
Serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co.. Inc. 


‘mooth, more trouble-free management of hypertension with 'DIURIL 
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46 ADVERTISEMENTS 


REFRACTORY 
CASES 
RESPOND 10 


DARICON 


OXYPHENCYCLIMINE HYDROCHLORIDE 
POTENT ANTICHOLINERGIC ACTION 


curbs secretion when excessive 
normalizes motility when overactive 


Activity appears to be restricted to the desired site of action. 
Predictable therapeutic response in refractory cases. 


Potency and Prolonged Duration of Action 
10 mg. b.i.d. Average Dose - Supplied as: 
10 mg. white, scored tablets 


References: 1. Finkelstein, Murray: Journal of 
Pharmacology and Experimental Therapeutics, in 
press. 2. Winkelstein, Asher: Paper in preparation. 


*Trademark 

D> Science for the world’s well-being ” eon? 
e 

PFIZER LABORATORIES CASES 

Division, Chas. Pfizer & Co., Inc., J ern 


Brooklyn 6, N. Y. 


| 
| 
4 
H 
in pep ULCEe? 
| 
3 
— 
: 
4 
é 
= 
. 


WHEN 
CONTACT LENSES 
ARE INDICATED 
VENT-AIR possess THESE 
PHYSIOLOGIC 
ADVANTAGES 


ermit topicol circulation 
lor secretions without excessive 


‘ors normal corneal metabolism. and 
id limbal epithelial and tarsal _Sonjunctival 
acerbation 

mulates “wetting” and pro- 
ies of cornea (of military specification) 


‘escriptive qualities exact to + 0,12 D. with 
‘ecise allowance for vertex refraction and lo- 
mal factor (exact to. .02 mm rag in in 
ature) 


Custom-fitted | in uni-, br, or ieLcurve conforming to cornec 
ripheral asphericities 


gintains uniform thickness in high or 
approximating .20 mm irrespective, 


Four peripheral vents 


Corneal apical clearance 


Ultra-Smoothness of Inner 
and Outer Surfaces 


Highly absorptive methyl- 
methacrylate composition 


Precision-ground 


Hyper-thinness of edge 
or center 


Widest range of inner to 10.00 mm providing extremes 


Cosmetic, pin-hole and 
tinted effects 


46 hep x, 
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3 POP teucomaious, polyopic, and aipin- 
conditions or other corneal or media anomalies. 


Exactly how 
does new Halodrin’* restore the 


“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. | 

On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethinyl estradiol is about 2 to 2% times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 

Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. 7 Corrment 1908, THe 
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Endogenous estrogen secretion (mcg./24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 


| 


Estradiol mcg./24 hrs. 


Average daily secretion, 
premenopausal 


Average daily secretion, 
postmenopausal 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


Pearl River, New York 


STREP LeceRLe 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


“MEDICAL PROTECTIVE COMPANY 


“Professional Protection Exclusively 
since: 1899 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society’s centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 
send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 
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| IN URTICARIA AND PRURITUS 


VISTARIL. 


HYDROXYZINE PAMOATE 


| 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned... (hydroxyzine] has been found, 
by comparison, to be the most potent thus far...” 

| “The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.” 


PLUS 
PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 


The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.’’3 


RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 


VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 


VISTARIL Parenteral Solution: 10 cc. vials and 2 ce. Steraject® Car- More 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). tham a 
REFERENCES: 
1, Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. tranquilizer 


2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 
8. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
*Trademark 
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ADVERTISEMENTS 


running noses &. 
and open stuffed noses orally 


with TRIAMINIC, the oral nasal decongestant 


® in nasal and paranasal congestion 


® in sinusitis 


® in postnasal drip 


* in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 


Relief with Triaminic is 
prompt and prolonged 
because of this special 
timed - release action... 
beneficial effect starts in 
minutes, lasts for hours. 


* reaches all respiratory membranes systemically 


* avoids “nose drop addiction” 


* presents no problem of rebound congestion 


* provides longer-lasting relief 


Mest _the outer layer 
dissolves within minutes 
to produce 3 to 4 hours 


4 of relief 


then —the Inner core 


disintegrates to give 3 
to 4 more hours of rellef 


Each TRIAMINIC Tablet provides: 


Phenylpropanolamine HC]. . . 50mg. 
Pheniramine maleate. . . . . 25 mg. 
Pyrilamine maleate... . . 25 mg. 


One-half of this formula is in the outer 
layer, the other half is in the core. 


Dosage: One tablet in the morning, mid- 
afternoon and in the evening, if needed. 


Triaminic 


Also available: For the occasional patient who requires only half dosage: timed-release 
TRIAMINIC JUVELETS. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: Triaminic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to 4 of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 


260 
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a logical alliance of two antihypertensives 


you know and trust provides 


increased effectiveness, decreased side effects 


potentiated effect 


DIUPRES produces an effect greater than either DruRIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DruRIL or reserpine. 


after 


rauwolfia 
therapy 


offia+DIURIL 


6 months 


Average antihypertensive effect 
of reserpine and DIURIL+reserpine 


reserpine: DIURIL 
after (12.3% +reserpine: 
adding reducticn) (26.2% 


12 weeks control: 


DIURIL reduction) 
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DIURIL, WITH RESERPINE 


effective therapy for most patients 
DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPREsS. 


provides basic therapy 

Should other drugs need to be added to DIUPREs, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 

The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed.) 


fewer and less severe side effects 
DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 

DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients),!++ 


virtually eliminates fluid retention 


DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.®) 


diet more palatable 
With piuprREs, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [DIURIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.” 


subjective and objective improvement 

DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by piuPRES. When the anginal syn- 


-drome accompanies hypertension, the administration of 


DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 

Instead of two separate prescriptions, you write one pre- 
scription . . . the patient takes one tablet, rather than two 
different tablets . . . and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of each,” 


economical 
DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


@ as total therapy 
@ as primary therapy, adding other drugs if necessary 


e as replacernent or adjunctive therapy in patients 
now treated with other agents 


Precautions: 

The precautions normally observed with DIURIL or reserpine 
apply to piluPRES. Additional information on DIUPREs is 
available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when piupPREs is added. 


 DIUPRES-500 


500 mg. piurIL (chlorothiazide), 0.125 mg. reserpine. 


i DIUPRES-250 


Den prce- 250 mg. piuRIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 


BS 

DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


(isl) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., inc, PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chlorothiazide) are trademarks of Merck & Co., Inc. 


q 
: 
‘ 
3 
2 
| 
| 
| 
= 
ne | 
oo 
ff 
| 
| 
f 
| 
| 
ie j é 
| ~ 
a 
< 
i 
: 
{ 
; 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 


para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate ..........0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
ASCOFDIC MB. 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate ............. wee 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA Ethical Pharmaceuticals of Merit since 1878 
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Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
INVALID LIFTS INVALID WALKERS 


* BRACE SHOP * 


Certified orthotist and skilled technicians 
on duty at all times 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


* 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Centennial Meeting 
Kansas Medical Society 


May 3-7, 1959 Topeka, Kansas 


convenient to buy 


PATIENT 


ALL THE NECESSARY EQUIPHENT — REGULATORS, HUMIDIFIERS, RENTAL 
FLOWMETERS, CATHETERS, MASKS, CANNULAS— INCLUDING HIGH 


Purity Fon THE TREATMENT id THE OUT PATIENT. 


PURCHASE 


REGULAR TRUCK DELIVERY SERVICE “THROUGHOUT KANSAS 


ANSAS 


O. BOX 


OXYGEN, INCORPORATED 


HUTCHINSON, KANSAS PHONE MOHAWK 5-555] 


- Please accept this invitation to visit the Kansas Oxygen 


0 p N A 0 | § EF Plant at the extreme east end of Carey Boulevard, 8 to 5 


Monday - through Friday; other times by appointment. 
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ADVERTISEMENTS 


“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 

.. far excelled... results with the many 
measures usually advocated,” 


pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 


For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

detergent— LABORATORIES 
nonirritating New York 18, N.Y, 
hypoallergenic. 

Contains 3% 

hexachlorophene. 


we 


DERMATITIS? 


ACCELERATE THE 
"RECOVERY 
PROCESS WITH 


¥*Reg US. Pat Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 
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58 ADVERTISEMENTS 


THE LATTIMORE- FINK 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


PHYSICIANS 


SURGEONS 
DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

D. T. Ferraro, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


HEAD COLD 


Available on prescription only. Zi 


PHENAPHEN PLU 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 

j i 194.0 mg. 
pis Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (% gr.) wae 16.2 mg. 


Hyoscyamine Sulfate . . . . 0.031 mg. 


Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 
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ADVERTISEMENTS 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical — 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 


Maternity belts 


Cervical braces 
Taylor back braces 
Rib belts 


Pelvic traction belts 


Trusses 


Fittings by prescription only 
Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


CLASSIFIED ADVERTISEMENTS 


WANTED—General practitioner or internist to organize geri- 
ra group in larger city. To start soon. Write the JouRNAL 


Wichita: Established general practice. Air conditioned build- 
ing in excellent location, equipped. Building and equip 
ment for sale or lease. Should gross $45,000 first year. ht 
introduce. Write the JournaL 15-58. 


INTERNIST WANTED—A growing group of four physi- 
cians is interested in contacting a Board eligible internist. 
Excellent central Nebraska location, very good salary and 
artnership arrangement. Going into new clinic building to 
i financed by present partners. Write the JourNaL 14-58. 


WANTED—G.P. surgeon with two years training to help 
with growing practice in rural community. New clinic build- 
ing, north central Kansas. Write the JourNAL 1-59. 


Nationally advertised Surgical Supplies and Equipment for your convenience at 


Topeka, Joplin, 


Kansas _ City, 


St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


Our 75th Year... 

of serving physicians of 

igh quality an rigid y 

led pharmaceutical 

pro ducts. 


SUTLIFF& CASE INC. 
Pharmaceatical Specialties 


PEORIA, ILLINOIS 


PENTAFORT 


Provides BOTH fast and prolonged vaso- 
dilation for practical prophylaxis in angina 
pectoris. 


Combines TWO (Nitroglycerin and Penta- 
erythritol Tetranitrate) time tested coronary 
vasodilators in a stable and economical dos- 
age form. 


Trinitrate (Nitroglycerin) 


entaerythritol Tetranitrate 


Thiamin Mononitrate 
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ANKLE 
SPRAINED 
Of 

SINUS 
INFLAMED? 


ACCELERATE THE @ 
RECOVERY 
PROCESS WITH 
BUCCAL. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 
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AMES 


CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal 


glycosuria) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 

Source: Joslin, E. PB; Root, H. E; White, P, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a glance 
individual trends and degree of 
control. 

*GP 16:121 (August) 1957. 
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if 


color-calibrated 


MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED 
urine-sugar test for reliable 
quantitative estimations AM ES 
“...the most satisfactory COMPANY, INC 
method for home and Pennies 


office routine testing.” * 
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rciiet from the suffering and 
mental anguish of 


cancer 


THOR (chlorpromazine, S.K.F.) 


one of the fundamental Crugs in medicine 


Smith Kline & French Laboratories 


*TM Reg. U.S. Pat. Off 
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